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Abstract 
Sexual violence and other forms of trauma are widespread, with marginalized 
communities disproportionately affected. Because trauma is linked to poor health 
outcomes, there is evidence that trauma survivors are over-represented in healthcare 
settings. However, providers are not routinely trained on how to serve survivors; as a 
result, survivors report retraumatizing healthcare experiences. To address this cause of 
health disparities, the author collaborated with the Orange County Rape Crisis Center to 
design a trauma-informed healthcare training for providers. This paper documents the 
training development process, which was guided by a survivor consultant board, and 
drew upon a literature review, a survey of local providers, and key informant interviews. 
The deliverables—a pre/post-test, case studies, and the training itself—are also included. 
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Paper: Developing a Trauma-Informed Healthcare Training 
Literature Review 
Sexual violence is widespread, with survivors from marginalized communities 
often the most affected. Forty-four percent (44%) of women, 24% of men, and about 50% 
of transgender people are survivors of sexual violence (Breiding 2014; Kenagy, 2005). 
Rates are higher among racial minorities (Centers for Disease Control and Prevention, 
2011).  
Sexual violence also impacts survivors’ health: in one study, survivors of past 
victimization were 2.16 times as likely to report generally poor health as non-survivors 
(Choudhary, Coben, & Bossarte, 2008). Survivors are also over-represented in healthcare 
settings. One study of female survivors of intimate partner violence found that they had 
1.54 times the number hospital visits and 1.17 times the number of primary care visits of 
non-survivors (Rivara et al., 2007). However, medical schools do not routinely include 
information about how to serve trauma survivors in their curricula (Raja et al.,2015). 
Therefore, survivors are not only in greater need of healthcare, but providers’ lack of 
training can impede survivors from obtaining the care they need. The Orange County 
Rape Crisis Center (OCRCC) does not offer medical services but engages frequently with 
medical providers to make referrals, advocate for survivors, and ensure survivors’ needs 
are met. In order to improve survivors’ experiences with healthcare providers, decrease 
re-traumatization, and ensure that survivors who access healthcare services are connected 
with victim advocates, I designed a training for local healthcare providers in trauma-
informed care (TIC) that OCRCC will deliver to providers. TIC involves patient-centered 
care, patient empowerment, understanding the effects of trauma, inter-professional 
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collaboration, and screening for trauma (Raja et al., 2015). The training also addresses 
the specific needs of marginalized communities facing additional barriers, including 
survivors of color and LGBTQ survivors. Training local providers in TIC will allow 
OCRCC to develop a network of medical providers for mutual referrals and coordination. 
Most importantly, trauma-informed care offers survivors the most effective services and 
reduces painful barriers when navigating the aftermath of violence, resulting in improved 
outcomes for healing. 
Process of Information Gathering 
Partners 
I am grateful for a $2000 Community Engagement fellowship provided by the 
Carolina Center for Public Service. (For the fellowship budget, see Appendix A.) I also 
partnered with Waruguru Gichane, a PhD student in health behavior with a focus on 
gender violence, to develop the tools and frameworks that shaped the training, but I 
developed  actual training content. Waru offered expertise in research methods and 
behavior change theory that allowed us to make sense of the information we were 
gathering. Bethany Wichman-Buesher, the client services director at the Orange County 
Rape Crisis Center, represented the interests of our client, the Orange County Rape Crisis 
Center, who will be delivering the training. We participated in several meetings with 
Bethany as we developed the training, ensuring we were on-track to meet the Center’s 
needs.  
The training draws upon three main sources of information: research, provider 
engagement, and consulting with survivors. I began by utilizing the six components of 
trauma-informed care, as identified by the Substance Abuse and Mental Health Services 
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Administration (SAMHSA), to code both research and key-informant interviews. The six 
themes are: safety; trustworthiness and transparency; collaboration and mutuality; 
empowerment, voice, and choice; gender, historical, and cultural issues (Substance Abuse 
and Mental Health Services Administration [SAMSHA], 2014). However, later in the 
process, as the training’s structure developed, I abandoned this organizational technique 
in favor of one that reflected the training of the organization itself. Overall, the process of 
drawing on these sources to develop the training was iterative, with  insight from one 
information source  leading  to examining other information  with fresh eyes.  
Research 
Literature was reviewed on trauma-informed care, patient-centered care, the 
impact of trauma on health, and the healthcare experiences and preferences of trauma 
survivors. Unfortunately, this initial literature review quickly led to the recognition  that 
evidence on trauma-informed care interventions in healthcare is very limited (Reeves, 
2015).  As a result,  I  broadened my research to parallel healthcare constructs with a 
more established research basis and more credibility in the medical field, such as patient-
centered care, patient engagement, and patient empowerment. This expanded literature 
became a rich source for evidence (Rathert, Wyrwich, & Boren, 2012), as I ultimately 
used this body of evidence to support the needs identified by survivors and key 
informants.  
Provider Engagement 
Key Informant Interviews. (See Appendix B for key informant interview guide.) 
Key informant interviews were undertaken with three types of providers: (1) Those who 
provide direct support to survivors offered a broader understanding of the struggles faced 
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by survivors in healthcare settings; (2) those with knowledge of medical culture and the 
medical field offered advice on how to translate key findings to a healthcare audience; (3) 
and those with expertise in trauma-informed care and/or health disparities explained the 
key concepts I needed to emphasize. I struggled to reconcile the vastly different 
worldviews and understandings these three groups of providers held-- to present the 
information in a way that would appeal to my audience and their understanding of the 
world, while still staying true to the needs of survivors. 
Survivor support providers. Seven interviews were undertaken with social service 
providers who work with survivors. In these interviews, informants emphasized how 
difficult it is for survivors to access medical care, and their own frustration with 
healthcare providers’ lack of understanding. For example, one provider said: 
Oftentimes, I hear [survivors’] experiences with medical providers who say 
“why did you wait so long to come in [after the assault]?!” Within that one 
sentence, it shows that you do not understand what the person has gone 
through at all. It shows the huge divide between the doctor and patient. This 
happened to them. They had no idea this was going to happen; they didn’t plan 
for this. It’s probably the hardest thing that’s ever happened to them, and then 
they had to figure out what to do. It’s like blindfolding me and putting me in a 
car, driving me to the bottom of Mount Everest, and saying, “okay, climb.” 
 
Providers also offered insight into what particular triggers and misunderstandings 
survivors face in healthcare settings. For example, according to one provider, “patting 
someone on the back to gain their attention might elicit a trauma response. People who 
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are not trauma-informed might see it as being aggressive or inappropriate.” Another 
provider, referring  to patterns of abuse, said, “Minimizing, denying, blaming are so 
much a part of the medical language. Even good doctors don’t realize when they’re doing 
it.” After that interview, I recognized that survivors and other informants discussing 
negative healthcare experiences were sometimes describing relationships with providers 
themselves as triggering, as opposed to specific triggers. 
Medical culture experts. Four interviews were conducted with physicians or 
trainers of physicians. These key informants discussed the culture of medicine and how to 
tailor our message to that culture, particularly emphasizing themes that reappeared in our 
survey findings: a need to focus on evidence, a need for concrete strategies rather than 
broad advice, and the scarcity of providers’ time. According to one informant, “When 
you’re behind and you’re stressed, challenging patients can slow you down. It’s difficult 
to provide care for a patient who needs 30 minutes in 15 minutes.” 
Trauma informed care and health disparities experts.  Five experts in trauma-
informed care and health disparities offered thoughtful and candid guidance on how to 
best represent the interests of survivors and marginalized communities. For example, 
Karnwapal Daliwal, an organizer with RYSE who revised the Adverse Child Experiences 
(ACE) pyramid to incorporate historical trauma, said “When I first saw the ACEs 
pyramid, I had this ambivalence: Science has already caught up to what we know. Now 
that we know that middle class white people have pain, we have to do something about it. 
So how do we leverage that? We have to actually give our truth to [this model.]”  These 
providers challenged Waru and me to more fully incorporate an intersectional analysis 
into the training. 
9 
 
Survey.  
Overview. A digital survey was also distributed to health care providers to assess 
their current level of knowledge and practice of trauma-informed care. The survey 
questions were intentionally broad, in order to provide feedback on every topic I had 
considered incorporating. The survey thus assisted me in narrowing the focus of the 
training to more specific topics. In addition to demographic information, there were three 
main categories of questions: (1) respondents’ personal knowledge, (2) respondents’ 
views on their workplaces’ competencies, and (3) respondents’ feedback on the topics 
they would like covered in a training, and how they would like them covered. (See 
Appendix C for survey questions.)  
Survey development. Input into the survey questions was offered by Bethany 
Wichman-Buesher, Waru Gichane, and Kelli Raker, my internship supervisor and an 
expert in evaluation and survey-design. The language of the qualitative questions was 
based on the survivor consultant board’s brainstorming in session one about the 
components of an ideal medical appointment.  
The survey was also informed by findings from a previous survey distributed by 
OCRCC to healthcare providers who had expressed interest in learning about trauma-
informed care. In that survey, a ceiling effect was observed as providers rated their 
competency in TIC very highly. Bethany, Waru, and I surmised these results were due to 
both selection bias and social desirability bias. In order to prevent selection bias, we 
reached out to medical providers on Facebook, through the medical school, and through 
professional contacts, and offered a $5 gift card as an incentive to the first twenty 
respondents. To avoid a ceiling effect from social desirability bias, based on Dr. Sandra 
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Martin’s input, we extended the 5—point Likert scale to a 6- and 7-point Likert scale. We 
also did not prompt respondents to assess their own competency. 
Survey sample. In total, there were 34 respondents, representing a wide range of 
local providers. See Table 1. 
Table 1: Survey Respondents Characteristics 
Value Frequency Percent Mean Comments 
Age     
21-62 33  34.5  
Race 33    
White  24 72.7    
Asian  5 22.7    
Latinx/ Hispanic  2 6.1    
Middle-eastern 1 3    
Multiracial 1 3   
Prefer not to answer 1 3   
Gender 34   A “genderqueer” option was also 
listed 
Male 4 11.8   
Female  29 85.3   
Other  1 2.9   
Sexual orientation 31   The high numbers of LGBTQ 
respondents is likely due to our 
outreach to an LGBTQ Health 
listserv 
Heterosexual 19 61.3   
Queer 7 22.6   
Gay  5 16.1   
Bisexual 3 9.7   
Lesbian 2 6.5   
Other 1 3.2   
Disability diagnosis 34    
Yes 3 8.8   
No 31 91.2   
Professional experience 34    
Practicing < 10 years 17 50   
Practicing > 10 years 6 17.6   
In professional school 9 26.5   
In professional training 
(i.e. internship) 
2 5.9   
Profession 34    
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Other 17 50  This selection may be due to the 
high number of students in our 
sample 
Physician 11 32.4   
Nurse practitioner 5 13.7   
Nursing assistant 1 2.9   
Healthcare Field     
Primary care/ family 
medicine 
16 47.1   
Other 10 29.4  Respondents listed these responses. 
Reproductive medicine/ 
OB/GYN 
3 8.8   
Pediatric medicine 2 5.9   
Dentistry 1 2.9   
Critical care medicine 1 2.9   
Unknown: still deciding 1 2.9   
 
Results and analysis.  
Quantitative: Like the survey itself, quantitative findings were divided into 
individual knowledge (Appendix D), organizational competence (Appendix E), and 
training preferences (Appendix F). Some of the most surprising individual knowledge 
findings were respondents’ lack of familiarity with the ACE studies and trauma-informed 
care. The most striking organizational competency findings were that respondents felt 
their organizations were best at shared decision-making and serving marginalized 
communities, with the exception of transgender people; respondents also felt that the 
organizations they worked for were less competent at screening for, and responding to, 
trauma. The training preferences findings indicated that respondents most valued patient 
health outcomes and patient satisfaction. In general, the quantitative findings affirmed the 
need to educate providers on trauma-informed care, screening for trauma, and the effects 
of trauma on health. The findings also revealed that framing the training content in terms 
of health disparities, patient-centered care, and shared decision-making would build on 
providers’ existing knowledge and competencies. 
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Qualitative: Waru and I both coded the qualitative responses and discussed 
discrepancies. We did both open-coding and a priori coding using the five SAMSHA 
categories described earlier. While we were primarily in agreement about the open codes, 
we found that, more often than not, we disagreed about which a priori theme was being 
discussed in a response. The exact rate of disagreement was not calculated. Rather than 
reconcile these issues, we came to the conclusion that it was more important to determine 
our own organizational structure for the training than to fit topics into SAMSHA’s 
structure. We also had clear consensus about which themes emerged from the open-
coding of the data. These are listed below with some representative quotes. 
Table 2: Survey Qualitative Findings 
Theme Description & Comments Example Response(s) 
Connection 
between 
physical 
and mental 
health 
Providers understood that 
physical ailments could 
result from trauma, wanted 
more information about this, 
and were unsure about how 
to discuss this connection 
with their patients. 
“[I want to learn] how to talk about 
physical pain worsened by emotional 
triggers that are not off-putting to 
trauma survivors - it's not all in their 
heads, but thoughts and feelings and 
experiences can provoke physical pain.” 
 
Evidence-
based 
practice 
It was important to 
respondents that the 
strategies they employed 
were evidence-based. 
“What's the latest research indicate?” 
 
“Providers have a range of familiarity 
with new trauma research so you may 
be working with total beginners to 
people who are very familiar with 
trauma informed care. We are, however, 
all constrained by time and efficiency 
goals in clinic, and would benefit from 
evidence-based strategies to incorporate 
TIC into routine workflow” 
How to 
sensitively 
screen for 
trauma 
Respondents expressed 
uncertainty about how to 
screen for trauma without 
triggering patients, and how 
to empathetically respond to 
disclosures. 
“[I want to learn] A smoother way to 
initiate a conversation about trauma.  
Are there often verbal triggers to 
avoid?” 
 
“Maybe this seems really basic, but I 
have literally cared for hundreds or 
thousands of patients as a nursing 
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assistant, but I've never been informed 
of a person's trauma history.  I'm not 
sure if nurses don't think it's relevant or 
if we just don't know what to do with 
this information.  So maybe just how to 
assess for trauma and how to effectively 
communicate pertinent care information 
to other staff members who may be 
helping to care for a patient.” 
Time Respondents were 
concerned about how to 
integrate new strategies in 
limited very time. 
“We have extremely limited time (10-15 
minutes) per patient. If strategies take 
more than one minute of patient 
interaction time, they will likely not be 
implemented.” 
Avoiding 
triggers 
Respondents wondered 
about what parts of their 
practice might be triggering 
for patients, and how to 
avoid these 
“What about our clinic  does not feel 
safe?  Are there procedures or aspects of 
the clinic experience that are 
triggering?” 
 
“How to help patients feel comfortable 
in the hospital, where we do a lot of 
potentially invasive / triggering things 
with high frequency (bathing, toileting, 
skin assessments, gathering health 
histories, etc.).” 
 
Survivor Leadership 
A survivor consultant board, consisting of seven diverse survivors of sexual 
violence, was recruited through OCRCC’s Survivor Speaker’s bureau, other 
organizations that served survivors, and the LGBTQ Center. (For email to speaker’s 
bureau see Appendix G. For flyer, see Appendix H.) Those who expressed interest via 
email were screened in a follow-up phone call (For screening guide, see appendix I). A 
correspondence with the IRB revealed that this project was exempt from IRB approval. 
Nonetheless, survivors completed a consent form designed in consultation with advisors 
Dorothy Cilenti and Dr. Sandra Martin. (See Appendix J.) Survivors were compensated 
at the same rate as researchers, via gift cards of their choice, for three two-hour meetings. 
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When a consultant was unable to attend a meeting, they were offered the opportunity to 
contribute their ideas in another way, such as through a one-on-one conversation or email 
correspondence. One consultant dropped out after one meeting; the rest of the consultants 
stayed in communication and contributed throughout the process, even when unable to 
attend meetings. 
Table 3: Survivor Consultant Board Characteristics 
Value Frequency  Percentage  Mean 
Age    
21-49 7  33.57 
Race    
White  4 57  
Middle-eastern  1 14  
Pikar-African-
American  
1 14  
Latinx  1 14   
Gender    
Male  1 14  
Female  5 71   
Non-Binary  1 14  
Education Level    
Some college  2 28  
Bachelor’s  2 28  
Some graduate school  1 14   
PhD   2 28  
Sexual orientation    
Heterosexual  4 57  
Heterosexual/bisexual  1 14  
Lesbian  1 14  
Pansexual  1 14  
 
Meeting 1. In the first meeting, consultants came to consensus on group 
agreements. Then they reflected and brainstormed their ideal medical appointment, 
writing the components of their vision onto post-its. They used a consensus-building 
exercise to collectively and physically group these post-it responses into categories. 
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Results show that a recurring theme was a desire to be asked about both preferences and 
trauma history (See Appendices K and L).  
Meeting 2.  In this meeting, we shared the results of the provider survey as well as 
the transcribed notes from the previous meeting and the word cloud of responses. We 
then did an activity to address providers’ uncertainty and nervousness about how to 
screen for trauma. Flip-chart pages were posted around the room, each representing a 
stage in a medical appointment such as “on the form,” “at the front desk,” or “with the 
nurse.” We asked consultants to circulate and write down, on the designated flip chart 
page, what they would like screening to look like at each step. (See Appendix M). This 
exercise became the basis of section 5 of the training.  Finally, we distributed the training 
outline and asked consultants to annotate the outline 
Meeting 3. This meeting gave consultants an opportunity to review an early draft 
of the training. An online survey consultants completed before the meeting determined 
which section I would be showing them; we focused on the section that covered the “how 
tos” of trauma-informed care, and engaged in a discussion of how it could improve. Then 
we brainstormed the primary components of the case studies that would serve as 
exercises in the training (See page 55). Finally, we distributed a survey that assessed how 
empowering and trauma-informed they had found their process of being a consultant. 
(See Appendix N.) While most responses were 4-5 on our Likert scale, one respondent 
answered all ones and two’s, indicating that they may have misunderstood the direction 
of the Likert scale. Because of this possible information bias, we were unable to 
aggregate and report the survey results. 
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Additional engagement. After the meetings, the board had access to the full 
training online, as it was drafted. . Board members were able to offer suggestions and 
feedback. Board members were also invited to the pilot. 
Synthesizing Key Findings and Developing Deliverables 
After the second board meeting, Waru and I worked together to synthesize the 
information we had gathered to generate training objectives and select a target audience. 
We struggled to reconcile the inherently macro, institutional nature of trauma-informed 
care with the need to offer concrete steps to our audience, who do not necessarily have 
the power to easily make institutional change. 
Target Audience 
We had originally considered targeting our training to all healthcare providers 
including administrative and paraprofessional staff because they all impact patient 
outcomes. However, we decided to narrow our target audience to doctors and nurses 
because appeals to front-line paraprofessional staff might require a different argument; 
physicians and nurses were best represented in our survey respondents, and while it 
would be difficult for us to appeal directly to administrators, doctors and nurses could 
have influence over these stakeholders.  
Objectives 
In designing our objectives, we utilized the Integrated Behavior Model to map the 
best path to the changes we sought: improved patient satisfaction and patient health 
outcomes (Montario & Kasprzyk, 2008). We decided to target intentions, the most 
proximal determinant of behavior according to the model. Because the qualitative survey 
results had illustrated respondents’ perceived lack of confidence and skills in 
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implementing TIC, we also chose to target self-efficacy and skills.  The following 
objectives were generated: 
Providers will: 
 Increase intentions/self-efficacy/skills to talk to patients about their experiences of 
trauma using empowering/non-stigmatizing language 
 Increase intentions/self-efficacy/skills to ask survivors about their triggers  
 Increase intentions/self-efficacy/skills to offer patients more choices and 
opportunities to consent 
 Increase intentions/self-efficacy/skills to practice empathetic, non-judgmental 
communication about health behaviors 
 Increase intentions to talk to other staff about implementing these changes.  
 Increase intentions to provide referrals 
Pre and Post-Test 
We utilized these objectives to develop a pre- and post-test, drawing on existing 
evaluation tools (Goodman et al., 2016; Zachariae et al., 2015) and a meeting with 
Theresa Edwards at the Odum Institute. (See Appendix O for pre/post-test). We then built 
the training in concert with the pre/post-test.  
Pilot  
We held a 2-hour pilot training, recruiting participants through survey respondents, 
the survivor board, and contacts in the medical and social services field, so that our 
audience could offer expertise on both sexual trauma and healthcare. Approximate 
attendance was 15. 
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Pilot feedback. Pilot participants had an opportunity to offer feedback via an 
evaluation (see Appendix P for evaluation form.)  The main findings from the evaluation 
were that participants appreciated the training content, but wanted more concrete 
language, examples, and activities. Further activities are included in the full training, but 
were not covered in the pilot. (See Appendix Q for evaluation findings.) 
Pilot pre and post-test findings. (See Appendix R.) While scores increased 
significantly on the post-test for questions related to most objectives, participants’ scores 
decreased on questions measuring the objective, “practice empathetic, non-judgmental 
communication about health behaviors.” Further examination revealed a ceiling effect in 
the pre-test, likely due to providers’ belief that they already express empathy well with 
their patients; training content may have then caused provider to question this belief and 
reduce their sense of self-efficacy. This problem has been addressed in three ways: (1) 
Training content offers more opportunities to practice skills and improve providers’ self-
efficacy on expressing empathy. (2) As per Theresa Edward’s suggestion, questions 
pertaining to this objective are moving from the end of the questionnaire to the beginning 
in order to capture respondents’ gut reaction. (3) Wording on questions targeting this 
objective will shift from self-appraised skills to measuring more specific target behaviors, 
related to how the training operationalized “expressing empathy.” 
Implementation Plan 
OCRCC has agreed to deliver the training to providers at least annually. In the 
process of developing the training, opportunities also arose to build further partnerships 
with providers and disseminate the trainings. A list of these opportunities are included in 
the deliverables section, on page 61. 
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Appendix A: Fellowship Budget 
Line Item Description Amount 
1  Printing and Publication Cost of printing/photocopying hand-outs 75.00 
2  Program Supplies Flipchart  25.00 
3  Food N/A. OCRCC has agreed to provide. 0.00 
4  
Survivors’ consultation 
payments 
$15/hr X 50 hours of work 750.00 
5 My consultation fee 
$15/hr X 75 hrs of work (about 5 
hours/week for four months) 
 
1125.00 
6 Childcare N/A. OCRCC has agreed to provide 0.00 
 
Total 
$1975.00 
 
  
22 
 
Appendix B: Key Informant Interview Guides 
Ask about quotes: anonymous quotes only? Can I give you credit in the training as a 
contributor? 
 
For Survivor Support Providers 
1. What barriers have your clients’/community faced in obtaining quality medical 
care? 
2. Once they are engaging with a provider, what issues have come up for them? 
3. What do you and your clients wish medical providers could know about them? 
4. How do you and your clients wish medical providers would treat them? 
5. What specific topics should I include in this training? 
6. What advice would you give me about what to cut and what to make sure I 
include? 
7. Would you like to come to the pilot? 
 
For Medical Providers & Experts 
1. What do I need to understand about medical culture in order to deliver an 
effective training? 
2. What do I need to understand about healthcare professionals’ views of 
themselves? 
3. What do I need to understand about their views of their patients? 
4. What do I need to understand about their daily experiences? 
5. How do I reframe macro social issues so that healthcare professionals see them as 
within their purview? 
6. Is there any medical-specific vocabulary that I should include as I’m training on 
this topic? 
7. Who are the best people to target? 
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Appendix C: Baseline Assessment Survey 
 Enclosed is a link to the survey: 
https://docs.google.com/forms/d/1Qwh1B1tvKlzStRKEmJJglRu26S7EzfdZiNF7f2k
2bGw/prefill  
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Appendix D: Provider Survey Results: Knowledge 
Please describe your level of familiarity with the following topics, using this following 
guide. 
1= I have never heard of this topic. 
2= I am not familiar with this topic, but I have heard of it.  
3= I am familiar with this topic: I could define it.  
4= I know this topic: I could discuss it generally. 
5= I am well-versed in this topic: I could explain it fully. 
6= I am expert in this topic: I could teach it to someone else. 
 
Key: Highest scores, lowest scores.  
Question Mean Score 
Patient-centered care 4.64 
Trauma-informed care 3.03 
The ACE score and its link to health outcomes 2.16 
Cultural humility 3.26 
How having a marginalized identity impacts physical health 4.1 
How having a marginalized identity impacts mental health 4.1 
Difficulties that people of different racial and cultural 
backgrounds may face in healthcare settings  
4.39 
 
Difficulties that non-native English speakers may face in 
medical settings 
4.45 
Difficulties that lesbian, gay, bisexual and queer people may 
face in medical settings  
4.29 
Difficulties that transgender people may face in medical 
settings 
4.03 
Difficulties that survivors of psychological trauma such as 
sexual violence may face in medical settings 
3.48 
How psychological trauma, such as sexual violence, impacts 
the brain 
3.16 
How psychological trauma, such as sexual violence, impacts 
physical health 
3.58 
 
How psychological trauma, such as sexual violence, impacts 
mental health 
3.74 
 
How psychological trauma, such as sexual violence, impacts 
survivors' behavior in healthcare settings 
3.29 
 
Difficulties that survivors of psychological trauma may face in 
healthcare settings  
 
3.23 
 
The role of survivor advocates in healthcare settings 2.87 
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Appendix E: Provider Survey Results: Organizational Competency 
As you consider the following skills, please indicate the level of competence of the 
healthcare organization where you are working or completing your training. If you are 
still in school, indicate how competently these topics are addressed in the curriculum 
from a scale of: 
1 (my healthcare org or school is not at all competent in this skill) to 
7 (my healthcare org or school is extremely competent at this skill: there are no 
improvements needed) 
Key: Highest scores, lowest scores. 
Question Mean Score 
meeting the  needs of people of marginalized racial and 
cultural backgrounds  
4.91 
meeting the needs of sexual minorities like lesbian, gay, 
bisexual, and queer people 
3.94 
 
meeting the needs of non-native English speakers 4.56 
meeting the needs of survivors of psychological trauma such 
as sexual violence 
3.74 
meeting the needs of transgender people 3.29 
working with survivor advocates 3.41 
ensuring that patients feel physically and psychologically safe  4.59 
being transparent with patients about organizational decisions 3.88 
leveling the power differences between providers and patients 4.15 
patients sharing in decision-making and goal-setting in their 
treatment 
4.97 
 
working with language interpreters 4.85 
communicating and collaborating with community 
organizations in meeting patients' needs 
4.47 
patients having a voice in how the organization is run 3.74 
screening for sexual violence 3.47 
incorporating policies, procedures, and processes that are 
responsive to racial, ethnic, and cultural needs of patients 
4.2 
recognizing and addressing historical trauma.  3.2 
 
  
26 
 
 
Appendix F: Provider Survey Results: Training Preferences 
Question Options Frequency % Mean 
How interested are you in 
learning more about the 
topic of serving survivors of 
psychological trauma like 
sexual violence? 
Likert scale 
 
  4.38 
1 0  
2 0  
3 6 17.6 
4 9 26.5 
5 19 55.9 
What length professional 
training would you be most 
likely to attend if you were 
interested in learning about 
the topic? Select all that 
apply. 
1-hour training in 
one day 
18  52.5  
A 2-hour training in 
one day 
26 76.5 
A 2-hour training 
divided between 
two days 
4 11.8 
A 3-hour training 
divided between 
two days 
1 2.9 
A 4-hour training 
divided between 
two days 
11 32.4 
A 4-hour training 
divided between 
three-four days 
1 2.9 
N/A. I am not 
interested in 
attending any 
training. 
1 2.9 
What would most motivate 
you to learn and apply new 
approaches to patient care? 
Please choose no more than 
two. 
Increased patient 
satisfaction 
22 64.7  
Smoother, more 
pleasant 
interactions with 
patients 
13 38.2 
Improved health 
outcomes 
33 97.1 
Reduced 
cancellations 
5 14.7 
Improved cost-
effectiveness 
6 17.6 
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More efficient use 
of time 
9 26.5 
Other 1 2.9 
As it pertains to trauma, 
what are you most 
interested in learning more 
about? 
Trauma survivors’ 
experiences 
2 5.9  
How trauma 
impacts the brain 
4 14.7 
Statistics about 
trauma 
0 0 
Strategies to 
provide effective 
medical care to 
survivors 
27 79.4 
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Appendix G: Survivor Consultant Board Recruitment Email  
Hello! 
You have received this email because we are working with OCRCC to recruit 
paid consultants for a project. We are UNC graduate students seeking to partner with 
survivors of sexual violence like you to create a training for medical professionals on 
how to work with survivors. The training we develop will teach medical professionals 
skills like how to screen for previous trauma and how to create a safe environment that is 
free of triggers.  
If you have seen at least one medical provider, like a doctor or nurse, in the 
triangle in the past year, you may be qualified to be a consultant for this project.  If you 
choose to participate you will be compensated for your time at an average rate of $15/hr 
for approximately 5-10 hours of work. Consultation consists of participating in project 
meetings where consultants will brainstorm how medical professionals can provide better 
care to survivors, review training materials, and offer feedback. Childcare and Spanish 
interpretation will also be available for meetings.  Because the aim of this project is to 
create a training that focuses on addressing the needs of underserved populations, we are 
particularly seeking people of color, immigrants, LGBT persons, and people experiencing 
chronic illness to participate. We hope to gain different perspectives from people who 
have had variety of experiences in the medical system. 
If you are interested in participating in this project, please email Anole at 
anole@email.unc.edu or call or text 561.809.9652. 
This project is funded by Community Engagement Grant from the Carolina 
Center for Public Service. Click here for more information about the grant and our 
project. 
 
Thanks and we hope to hear from you soon! 
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Appendix H: Survivor Recruitment Flyer 
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Appendix I: Survivor Consultant Board Phone Call Screening Script 
Thanks or expressing interest! The purpose of this call is to learn more about each other, 
see if this works for you, answer any questions you may have. I have a few questions to 
run through with you, but you can stop me anytime. 
 
1. Have you seen a provider in the past year? (If no, disqualify.) 
2. Have you had a negative experience with a medical provider?  
3. What’s your availability this summer and fall? 
4. Overview of project: 
a. 3 meetings 
b. Graduated pay 
c. Have to commit to 2 
5. Does it sound like this might work for you? 
6. Demographics: 
Race and ethnicity- 
gender ID-  
sexual orientation-  
Education-  
Age-  
7. Any questions or comments? 
8. Do you foresee any issues or barriers to participation coming up for you? 
Problem-solve 
9. What gift cards do you want? 
10. How to contact you?  
Email:  
Phone:  
11. Next step will be a doodle poll 
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Appendix J: Survivor Consultant Board Consent Form 
 
Trauma Informed Care Training Survivor Advisory Board Information 
About The Project 
Anole Halper, a UNC graduate student, is working with community partners to create a 
training for medical professionals that focuses on developing skills on how to deliver 
trauma informed care (TIC). TIC is an approach to providing care that recognizes and 
responds to the needs of people who have experienced trauma. This includes practices 
such as screening for previous trauma and creating a safe environment that is free of 
triggers. In developing this training, we are particularly focused on the needs of 
marginalized people that experience both health disparities and disproportionate rates of 
trauma, such as LGBTQ people and people of color. This project is funded by a 
Community Engagement grant from the Carolina Center for Public Service.  
 
Your Role in the Project 
Consultation involves participating in up to four project meetings in which you would 
provide recommendations on how medical services can provide better care to survivors 
and review training materials. If you choose to participate, you will be compensated for 
your time with gift cards of your choice at the rate of $10/hr for the first meeting, $15/hr 
for the second meeting, and $20/hr for the third meeting. (Compensation for the fourth 
meeting is TBD, dependent on funding.) We encourage you to participate in at least two 
meetings, but you have the right to withdraw your participation at any time without 
impacting your compensation for that session. 
 
Risks and Benefits 
Risks of participation in this project are minimal. However, you may experience some 
emotional distress. While we may not directly ask you about specific incidents in your 
life, we will ask for insights as to how to improve care based on negative experiences. If 
at any point the conversations become too difficult, you are welcome to withdraw your 
participation. As a reminder the OCRCC hotline is always available for support. The 
phone number is 919.967.7273. 
 
The primary benefit of participating is contributing to a training for medical providers in 
the triangle that may benefit other survivors who receive medical care. 
 
Receiving Credit 
It is your choice whether your participation is anonymous, or whether you are named in 
the training materials as a contributor. Please select your choice below: 
 
 I would like to be named as a contributor to this project, using the following 
name: (please print)  
 I would like to remain anonymous. 
Being Quoted 
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Please select one of the options below: 
 
 I am comfortable with parts of my emails or phone calls being quoted directly and 
anonymously. (This would only be done for discussions of medical experiences.) 
 
 I would like to approve any quotes of mine before they go in the training. 
 
 I am not comfortable with my quotes being used in the training at all. 
 
Questions 
If you have questions about the project, you may ask them at any time by contacting 
anole at 561.809.9652 or anole@email.unc.edu. You can also write your questions below. 
 
 
Name:__________________________________  
 
Signature:_______________________________ Date:_________________ 
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Appendix K: Survivor Consultant Meeting 1: Descriptions of Ideal Medical 
Appointment 
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Appendix L: Survivor Consultant Word cloud: Descriptions of Ideal Medical 
Appointment 
Includes Input from those who did not attend meeting 
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Appendix M: Survivor Consultant Board Meeting 2: Screening Process Brainstorm  
Front desk: 
Is there anything outside what you scheduled your visit for that you’d like the doctor to 
know? 
Is there anything you need to discuss or physically need (water, emotional support, etc.) 
Have brochures, handouts, etc. including “how to talk to your doctor about..” 
Don’t verbally ask the reason for the visit. Instead, say, “may you please fill out this form 
with your reason for being seen.” 
 
On form: 
Using less stigmatized and triggering language in questions (i.e. since your last visit, have 
you felt unsafe/threatened emotionally, physically, sexually?) 
Are you currently experiencing emotional distress? 
Are you in a safe relationship? 
Have you ever experienced sexual trauma (i.e. rape, assault, non-consensual sex)? 
Have you experienced violence or unwanted sexual contact of any kind?  
Are you interested in discussing this with a provider? 
Have you had a traumatic experience? 
If yes, would you like to discuss this with a nurse or doctor? 
Do you need resources or referrals for any situation that is affecting your health? 
An open-ended question about trauma, like “is there anything your provider should know 
to give you better health today?”  
 
With nurse/ first person you see: 
Explain the specific questions before asking: why does that question matter? Why is it 
relevant?  
Do you have a strong support network? 
Have you experienced any kind of trauma (sexual, emotional, etc.)? 
Have you ever experienced any sexual trauma that you feel is affecting your overall 
health? 
Would you like to be referred to someone to give you ongoing/emotional support? 
Is there anything you wish to disclose or discuss today? 
 
I’ll go through the steps of the appointment with you. Let me know if there’s anything 
that you may not be comfortable with.” 
Do you want to keep your clothes on until the doctor gets here? 
 
With provider: 
Are there any incidents of violence or unwanted sexual contact you wish to disclose or 
discuss in this safe, private, and confidential space? 
Would you feel more comfortable talking to another provider? 
 
If patient has disclosed, ask if they’re ok, offer resources, ask about stress levels. 
Ask before touching or approaching the patient. Is it ok if I…? 
Would you prefer that I provide info about what I plan to do during the exam before 
doing it? 
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Would you like someone to return with you to this visit to give you more support? 
 
As you leave: 
Have an advocate to speak with patient after appointment. 
Here is a pamphlet about additional support for you outside of what we provide here. 
There’s also a 24-hr hotline to call for trained staff… 
Is there anything else I can do for you before you leave? Do you have the support you 
need to leave safely? 
This is a safe and private space. Is there any condition or experience you wish to discuss? 
Do you have any people outside the office who could provide you with support? 
Provide resources, etc. 
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Appendix N:  Evaluation Tool of Survivor Engagement 
Thank you so much for participating in this project! We very much enjoyed working 
with you.  This anonymous questionnaire will help us and OCRCC learn from this 
experience. 
 
Please circle your responses to these questions on a scale from 1-5, where 1 means 
strongly disagree and 5 means strongly agree. 
 
1. The facilitators understood trauma.       
 1 2 3 4 5 
2. I could trust the facilitators.        
 1 2 3 4 5 
3. The facilitators shared power with me.      
 1 2 3 4 5 
4. This project recognized and built upon my strengths and experiences.  
 1 2 3 4 5 
5. This experience was empowering.       
 1 2 3 4 5 
6. We made important decisions in this project      
 1 2 3 4 5 
7. Anole, Waru, and Monet were facilitators, not controllers, of the process.  
 1 2 3 4 5 
8. We had an important role in creating the goals/ objectives for this project.  
 1 2 3 4 5 
9. I valued the group process.        
 1 2 3 4 5 
10. My input affected the final project.       
 1 2 3 4 5 
11. Facilitators were transparent about their goals.     
 1 2 3 4 5  
12. Facilitators were transparent about their activities.     
 1 2 3 4 5 
13. I could trust my fellow participants.       
 1 2 3 4 5 
14. I felt emotionally safe working on this project.     
 1 2 3 4 5 
15. I felt physically safe working on this project.     
 1 2 3 4 5 
16. The facilitators furthered social justice in how they addressed issues of race, 
gender, and other categories of difference.      
   1 2 3 4 5 
 
What did you like about working on this project? 
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What do you wish had gone differently? 
 
 
 
 
 
How can the facilitators improve their facilitation and project management skills? 
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Appendix O:  Trauma-Informed Healthcare Training Pre/Post-Test First Draft 
Initials (first, middle, last):_________ 
Please only complete this instrument if you are a physician, a nurse, or a student in one of 
these fields.  
 
When seeing a patient for the first time, how likely are you to do the following things... 
1 = Very unlikely. 2 = Unlikely. 3 = Neutral. 4 = Likely. 5 = Very likely 
 
 
1. Ask them about their experiences of trauma?      1 2 3 4 
5 
2. Ask about their triggers?         1 2 3 4 
5 
3. Ask them about their preferences for how the appointment goes?   1 2 3 4 
5 
 
Using the same scale, how likely are you to do the following things? 
1 = Very unlikely. 2 = Unlikely. 3 = Neutral. 4 = Likely. 5 = Very likely 
 
4. Talk to front-line staff about how to implement trauma-informed care practices into 
their work?           
 1 2 3 4 5 
5. Talk to administrators about how to implement trauma-informed care practices into the 
organization?           1 2 3 4 
5 
6. Offer to refer patients to other providers and resources when they disclose an 
experience of sexual violence?         
 1 2 3 4 5 
7. Tell patients about what will happen in the appointment before it happens (i.e. when 
you will touch them)          
 1 2 3 4 5 
8. What would you say to build rapport with a patient before screening them for trauma? 
________________________________________________________________________
________________________________________________________________________
____________________________________________________________ 
 
9. What would you say to ask a patient about their experiences of sexual violence? 
________________________________________________________________________
________________________________________________________________________
____________________________________________________________ 
 
10. What would you say in response to a patient’s disclosure of sexual violence? 
________________________________________________________________________
________________________________________________________________________
____________________________________________________________ 
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11. What are some forms of non-verbal communication you could use to signal empathy 
and understanding to a patient after disclosure? 
________________________________________________________________________
________________________________________________________________________
____________________________________________________________ 
 
How do you feel about the following things? 
1= strongly disagree. 2= disagree. 3= neither agree nor disagree. 4=agree. 5=strongly 
agree. 
 
12. Asking patients about their trauma history is difficult.     1 2 3 4 
5 
13. My role is to treat the presenting physical problem, not talk to patients about their 
emotional trauma.          
 1 2 3 4 5 
14. I don’t have enough time to discuss trauma history with patients.   1 2 3 4 
5 
15. When patients don’t implement healthy behaviors, it’s because they face challenges.  
           
 1 2 3 4 5 
16. I worry that asking patients about their trauma history will trigger them.  1 2 3 4 
5 
 
How confident are you in your ability to do the following things? 
1= Not at all confident. 2=Not really confident. 3=Neutral. 4=Somewhat confident. 
5=Very confident 
 
17. Screen a patient for a history of sexual violence      1 2 3 4 
5 
18. Talk to my patients about their traumatic experiences     1 2 3 4 
5 
19. Respond to a patient’s disclosure of sexual violence      1 2 3 4 
5 
20. Refer trauma survivors to appropriate providers and/or services    1 2 3 4 
5 
21. Convey to the patient that I am genuinely interested in knowing what they think about 
their situation           
 1 2 3 4 5 
22. Acknowledge the patient’s thoughts and feelings     1 2 3 4 
5 
23. Be attentive and responsive         1 2 3 4 
5 
24. Motivate my patients without using shame       1 2 3 4 
5 
25. Which population(s) disproportionately experience sexual violence? Circle all that 
apply. 
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a. White, straight men 
b. Elders 
c. Black women 
d. Lesbians 
e. Transgender people 
26. What are the mechanisms for how a high ACE score leads to early death? 
a. People with high ACE scores have dangerous coping skills that are detrimental to 
their health. 
b. People with high scores have dysregulation in their brains’ response to stress 
c. People with high scores have dysregulation in their bodies’ response to stress 
d. All of the above 
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Appendix P: Pilot Training Anonymous Feedback Form 
Are you (check all that apply:)  
 Nurse or nursing student 
 Physician or medical student 
 Social worker or other mental health professional or student in a MH field 
 A provider of care for survivors or a survivor of trauma 
 
Section 1: Evidence on Trauma Informed Care & Background on Training and partner 
1) What did you think was effective about this section? 
 
 
2)  What do you think should have been done differently? 
 
 
Section 2: Who Experiences Trauma 
3) What did you think was effective about this section? 
 
 
 
4)  What do you think should have been done differently? 
 
 
 
Section 3: How Trauma Affects Health & Behavior 
5) What did you think was effective about this section? 
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6)  What do you think should have been done differently? 
 
 
Section 4: How to Practice Trauma—Informed Care 
7) What did you think was effective about this section? 
 
 
 
8)  What do you think should have been done differently? 
 
 
 
Section 5: How to Screen for Trauma 
9) What did you think was effective about this section? 
 
 
 
10)  What do you think should have been done differently? 
 
 
Any additional comments? 
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Appendix Q: Pilot Training Anonymous Feedback Results 
Section Effective Suggested Changes 
1: Evidence for TIC   Definitions 
 Presenting evidence 
on how TIC 
improves outcomes 
 Flow between 
presenters 
 Correlation between 
patient-centered care 
and TIC 
 Can do more 
succinctly 
 Add Images of how 
media portrays 
assault survivors 
 Too general 
 Give more specific 
examples of 
evidence 
 More background 
on training & 
partner 
 Great, just tighten 
up 
 Acknowledge that 
people in audience 
may be survivors 
 Bring back causal 
pathway throughout 
and highlight the 
part you’re 
mentioning? 
2: Who Experiences 
Trauma 
 Definition of sexual 
assault 
 Discussion of media 
bias “was effective 
in changing the way 
I think” 
 Descriptions/stats of 
who experiences 
trauma 
 Define trauma 
 Explain most 
common types of 
trauma 
 More info but may 
not be feasible 
 Pie graph with 
proportions 
 Speaker confidence! 
You got it girl, now 
own it! 
 Say explicitly: it can 
happen to anyone 
 More on implicit 
bias Word carefully 
 Make graphics 
clearer 
3: How Trauma Affects 
Health & Behavior 
 Explanation of how 
fight and flight 
affects memory 
 Explanation of ACE 
and symptoms 
 Explanation of OR  
 Make more 
interactive 
 More specifics 
 TED talk on ACE if 
more time 
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 Patient physiology 
 Love the emphasis 
on the patient and the 
prompt: when you 
see this, jump to TIC 
 Graphic on stress 
response 
 Discuss patient 
action and 
autonomy in 
metaphor 
 Link to the ACE 
website 
 Explanation of 
traumatic vs. 
narrative memory 
 Leave out odds ratio  
 Change the word 
“trigger” 
 Don’t say “difficult” 
about patients 
4: How to Practice TIC  Explanation of how 
dynamic between 
survivors and HCP 
can be triggering 
 Activity 
 Emphasis on 
involving patient in 
decision-making 
 Informative to hear 
patient feedback 
 Good reminder of 
how to be more 
approachable, to 
reduce defensiveness 
 Examples of 
language 
 
 Give examples of 
how TIC has been 
successfully 
implemented 
 Define hedge 
 Change thumbs up 
graphic 
 Dissimilarities 
between stats in ppt 
and handout 
 Add highlights to 
the DV wheel 
 Explain what 
“triggering” means 
 Can focus more on 
how SV is also 
about taking away 
power and control 
 Need more time: 
work through how 
to integrate and 
apply these ideas 
into their sessions 
5: How to Screen for 
Trauma 
 Offering suggestion 
on how to ask 
patients about 
triggers 
 Suggesting specific 
phrases 
 Provide suggestions 
on how to use words 
other than rape or 
sexual assault in 
screening 
 Need simple and 
concrete steps 
46 
 
 Quote about how 
triggers are 
individualized 
 Emphasize that they 
have options and 
you’re there as a 
resource 
 The Peach pit! 
 Examples of 
screening 
questionnaires even 
if imperfect 
 Could include an 
interactive sheet 
where people write 
down some 
potential questions. 
Could include bad 
questions and ask 
people what’s 
wrong with them 
Overall   Make longer: 3—4 
hrs 
 Focus more on 
sections 3-5 
 Check gendered 
language in packet 
 Some people who 
experience trauma 
ID with the word, 
“victim.” Explain 
that 
 Mention other 
populations that can 
be helped by TIC, 
like veterans 
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Appendix R: Pilot Pre/Post-Test Findings 
Key: Bold= Greater than .7 difference 
Highlighted= No improvement in post-test 
Directions or notes Questions Pre-
test 
Mean 
Post-
test 
Mean 
Diff. 
When seeing a patient for the 
first time, how likely are you 
to do the following things... 
1 = Very unlikely. 2 = 
Unlikely. 3 = Neutral. 4 = 
Likely. 5 = Very likely 
    
 
1. Ask them about their 
experiences of trauma? 
3.38 4.14 .76 
 
2. Ask about their triggers? 2.88 3.86 .98  
3. Ask them about their 
preferences for how the 
appointment goes? 
3.22 4.44 1.22 
Using the same scale, how 
likely are you to do the 
following things? 
1 = Very unlikely. 2 = 
Unlikely. 3 = Neutral. 4 = 
Likely. 5 = Very likely 
    
Topic not covered in pilot 4. Talk to front-line staff about 
how to implement trauma-
informed care practices into 
their work? 
2.88 4.25 1.37 
Topic not covered in pilot.  
 
5. Talk to administrators about 
how to implement trauma-
informed care practices into 
the organization? 
3.33 4.25 .92 
 
ceiling effect  
6. Offer to refer patients to other 
providers and resources when 
they disclose an experience of 
sexual violence? 
4.11 4.67 .56 
ceiling effect  7. Tell patients about what will 
happen in the appointment before 
it happens (i.e. when you will 
touch them) 
4.56 4.67 .11 
How do you feel about the 
following things? 
1= strongly disagree. 2= 
disagree. 3= neither agree 
nor disagree. 4=agree. 
5=strongly agree. 
    
Reverse scored.  12. Asking patients about their 
trauma history is difficult. 
3.89 3.63 .26 
Reverse scored. Floor effect. 13. My role is to treat the 
presenting physical problem, not 
1.56 1.43 .13 
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talk to patients about their 
emotional trauma. 
Reverse scored.  14. I don’t have enough time to 
discuss trauma history with 
patients. 
2 1.88 .12 
This topic is discussed much 
more in the full training than 
in the pilot. 
15. When patients don’t 
implement healthy behaviors, it’s 
because they face challenges. 
3.66 3.5 -.16 
Reverse scored. 16. I worry that asking patients 
about their trauma history will 
trigger them. 
3 2.75 .25 
How confident are you in 
your ability to do the 
following things? 
1= Not at all confident. 
2=Not really confident. 
3=Neutral. 4=Somewhat 
confident. 5=Very confident 
    
 
17. Screen a patient for a 
history of sexual violence 
3 4 1 
 
18. Talk to my patients about 
their traumatic experiences   
3.11 4.13 1.02 
 
19. Respond to a patient’s 
disclosure of sexual violence 
3.88 4.29 -.41 
 
20. Refer trauma survivors to 
appropriate providers and/or 
services   
3.78 4.25 -.47 
 
21. Convey to the patient that I 
am genuinely interested in 
knowing what they think about 
their situation 
4.22 4.5 .33 
 
22. Acknowledge the patient’s 
thoughts and feelings 
4.33 4.28 -.05 
 
23. Be attentive and responsive 4.55 4.28 -.23  
24. Motivate my patients without 
using shame 
4.33 4.14 -.17 
 
Objectives and How Much They Were Met 
Objective Pre-test 
Mean 
Post- test 
Mean 
Diff 
Increase intentions/self-efficacy/skills to talk to patients about 
their experiences of trauma (q’s 1, 12, 13, 14, 17, 18, 19) 
3.44 3.9 .46 
Increase intentions/self-efficacy/skills to ask survivors about 
their triggers (q 2) 
2.88 3.86 .98 
Increase intentions/self-efficacy/skills to offer patients more 
choices and opportunities to consent (q’s 3, 7) 
3.81 4.43 .62 
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Increase intentions/self-efficacy/skills to practice empathetic, 
non-judgmental communication about health behaviors (q’s 
15, 21, 22, 23, 24) 
4.2 4 -.02 
Increase intentions to talk to other staff about implementing 
these changes (q’s 4, 5) 
3.14 4.14 1 
Increase intentions to provide referrals (q’s 6, 20) 4 4.5 .5 
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Revised Trauma-Informed Healthcare Training Pre/Post-Test  
P. 1 Initials (first, middle, last):_________  
We cannot statistically analyze the results without your initials on every page. 
 
Please only complete this instrument if you are a physician, a nurse, or a student in one of 
these fields.  
 
When seeing a patient for the first time, how likely are you to do the following things... 
1 = Very unlikely. 2 = Unlikely. 3 = Neutral. 4 = Likely. 5 = Very likely 
 
 
1. Ask them about their experiences of trauma?      1 2 3 4 
5 
2. Ask about their triggers?         1 2 3 4 
5 
3. Ask them about their preferences for how the appointment goes?   1 2 3 4 
5 
 
Using the same scale, how likely are you to do the following things? 
1 = Very unlikely. 2 = Unlikely. 3 = Neutral. 4 = Likely. 5 = Very likely 
 
4. Talk to front-line staff about how to implement trauma-informed care practices into 
their work?   
5. Paraphrase a patient’s underlying feelings when communicating with them  1 2 3 4 
5 
6. Talk to administrators about how to implement trauma-informed care practices into the 
organization?           1 2 3 4 
5 
7. Offer to refer patients to other providers and resources when they disclose an 
experience of sexual violence?         
 1 2 3 4 5 
8. Tell patients about what will happen in the appointment before it happens (i.e. when 
you will touch them)          
 1 2 3 4 5 
9. What phrases would you use to build rapport with a patient immediately before 
screening them for trauma? 
________________________________________________________________________
________________________________________________________________________
____________________________________________________________ 
 
9. What phrases would you use to screen a patient for sexual violence? 
________________________________________________________________________
________________________________________________________________________
____________________________________________________________ 
 
10. What phrases would you use in response to a patient’s disclosure of sexual violence? 
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________________________________________________________________________
________________________________________________________________________
____________________________________________________________ 
 
How do you feel about the following things? 
1= strongly disagree. 2= disagree. 3= neither agree nor disagree. 4=agree. 5=strongly 
agree. 
 
P. 2 Initials (first, middle, last):_________  
We cannot statistically analyze the results without your initials on every page. 
 
12. Asking patients about their trauma history is difficult.     1 2 3 4 
5 
13. My role is to treat the presenting physical problem, not talk to patients about their 
emotional trauma.          
 1 2 3 4 5 
14. I don’t have enough time to discuss feelings with patients.    1 2 3 4 
5 
15. When patients don’t implement healthy behaviors, it’s because they face challenges.  
           
 1 2 3 4 5 
16. I worry that asking patients about their trauma history will trigger them.  1 2 3 4 
5 
 
How confident are you in your ability to do the following things? 
1= Not at all confident. 2=Not really confident. 3=Neutral. 4=Somewhat confident. 
5=Very confident 
 
17. Screen a patient for a history of sexual violence      1 2 3 4 
5 
18. Talk to my patients about their traumatic experiences     1 2 3 4 
5 
19. Respond to a patient’s disclosure of sexual violence      1 2 3 4 
5 
20. Refer trauma survivors to appropriate providers and/or services    1 2 3 4 
5 
21. Ask a patient about what triggers they might have in a healthcare setting  1 2 3 4 
5 
22. Paraphrase a patient’s underlying feelings when communicating with them  1 2 3 4 
5 
23. Ask a patient about their behaviors without saying “why”   1 2 3 4 
5 
24. Motivate my patients to change their behavior      1 2 3 4 
5 
25. What are the mechanisms for how a high ACE score could lead to early death? 
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e. People with high ACE scores have dangerous coping skills that are detrimental to 
their health. 
f. People with high scores have dysregulation in their brains’ response to stress 
g. People with high scores have dysregulation in their bodies’ response to stress 
h. All of the above 
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 SAHMSA Trauma-Informed Care Checklist 
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Source: Substance Abuse and Mental Health Services Administration. (2014) SAMHSA’s 
Concept of Trauma and Guidance for a Trauma-Informed Approach. HHS Publication 
No. (SMA) 14-4884. Rockville, MD: Substance Abuse and Mental Health Services 
Administration. http://store.samhsa.gov/shin/content/SMA14-4884/SMA14-4884.pdf 
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Case Studies to Use in Training Activities 
 
OB/GYN CASE: SHARON 
Section 
of the 
training  
What the “provider” role knows What the “patient” role knows 
4 (slide 
72) 
Sharon is a 24-year old black woman 
who presents with severe pelvic pain. 
According to her chart, she has already 
been tested for some somatic causes in 
the past with no conclusive results, but 
says she has to do something about the 
pain. Walk through the normal 
appointment with Sharon and try to find 
at least five places to offer her a choice 
that you wouldn’t ordinarily. 
You are Sharon, a 24-year old black 
woman. You identify as queer and have 
sex with people of all genders. You hate 
the doctor because you’ve grown up in 
the south and heard a lot of stories about 
doctors abusing the elders in your 
family because of racism, so you were 
dreading coming. But the severe pelvic 
pain you have had for a few years just 
keeps getting worse, so you had to go to 
the walk-in clinic. You work in 
customer service and don’t have health 
insurance, so you’re afraid of how much 
this costs.  
 
Your triggers are being naked and being 
touched. If the provider asks you to do 
these things, you get cold, removed, and 
shut-down. If you are given a choice, 
you stay engaged, but remain a little on-
guard. You also want to know how 
much everything costs, but are afraid to 
ask. If your provider refers to your 
partner as a “he,” you will similarly shut 
down. 
4 (slide 
79) 
She says she wonders if OxyContin 
might work.  
When the pain first started, you got a 
bunch of tests done with no conclusive 
results, and the doctor made you feel 
like you were crazy, but you know there 
has to be something going on because 
you’ve never felt pain like this before. 
The pain you feel accompanies both 
menstruation and sex, but you are wary 
to disclose the pain from sex because 
you don’t want to talk about your 
sexuality or share your sexual identity 
with the provider. 
 
You’re so afraid of being touched, 
especially on or near your genitals 
because the pain might start, that you’re 
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hoping they could give you the drugs 
without an exam. 
5 (slide 
135) 
 
You are a survivor of assault from a 
woman 10 years ago. You’re not sure if 
your current relationship, with your 
partner of 1 year, Mandy, is safe. 
Mostly it’s fine, but you haven’t been 
wanting to have sex because the pain is 
so bad. And sometimes Mandy gets a 
little pushy. Once you gave in and 
started crying during sex from the pain, 
and she got annoyed with you and 
wouldn’t talk to you for the rest of the 
day.  
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HOSPITAL CASE: LINDA 
NOTE: THIS ROLE PLAY REQUIRES 3 PEOPLE, ONE TO BE THE INTERPRETER. 
THE INTERPRETER DOES NOT HAVE ACCESS TO ANY INFO ABOUT THE CASE. 
Section 
of the 
training  
What the “provider” role knows What the “patient” role knows 
4 (slide 
72) 
Linda is a 36-year old Latina and a 
native Spanish speaker. She is here 
bleeding from her vulva and vagina 
that she says came from an “accident.” 
You are concerned because of the 
volume of blood and the unclear 
source, and so you want to figure out 
what’s going on. You also have a full 
waiting room and are understaffed, so 
you’re feeling pressured. 
You are Linda is a 36-year old Latina 
and a native Spanish speaker. You are 
undocumented and have heard that you 
can get deported for coming to the 
hospital, so you’re terrified. Your 
husband violently virginally raped you 
last night, and you haven’t been able to 
stop bleeding since then. You are scared 
and don’t know what’s going on. Your 
husband is frequently verbally and 
sexually abusive, but he is the only 
financial provider for you and your 2 
young children, so you are scared of 
leaving him. He’s also a great dad. He is 
in the waiting room and warned you not 
to tell anyone what happened. 
 
You really don’t want to be seen by a 
man or be naked in front of one, but you 
don’t know how to ask about that. If you 
are seen by a man, you panic, begin to 
disassociate, and are unable to follow 
what is being said to you. 
4 (slide 
81) 
You decide to do an STI test to see if 
that’s related to the bleeding. When 
you ask about her sexual history, she 
says she’s been having unprotected 
vaginal intercourse for about a year. 
You say you’ve been having unprotected 
vaginal intercourse for about a year. 
That’s when the abuse began and when 
your husband started hiding your birth 
control pills. You don’t want to disclose 
your husband’s behavior, so you decide 
to lie and say you decided together to 
have unprotected sex. 
 
You don’t want to continue having 
unprotected sex, but, if you got birth 
control pills again, you don’t know how 
you could keep them safe from your 
husband. 
5 (slide 
135) 
 
The relationship has been abusive for 
about 2 years. You are afraid to tell the 
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provider because you don’t know if they 
would keep it private. Plus, the barrier to 
the waiting room is just a curtain and 
your husband could hear. You have 
thought about leaving the relationship, 
but just don’t know how. You also feel 
somewhat conflicted: your husband is a 
wonderful father and is never violent in 
front of your children, and your children 
don’t have any other family in this 
country. Mostly, you wish you had 
someone you could talk to about the 
situation. You’re tired of pretending that 
everything is fine. 
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PRIMARY CARE CASE: JEFF 
Section 
of the 
training  
What the “provider” role knows What the “patient” role knows 
4 (slide 
72) 
Jeff is a 52-year old white man. He’s 
here for a sprained ankle. He works in 
an office and is not physically active, 
but it’s the fifth time this year he has an 
injury. Jeff is a patient you don’t enjoy 
working with because he always seems 
to have a bone to pick with you. He 
always acts like he knows better than 
you. Once a while, you feel like you 
connect with him, but then he’s on your 
case again about something else. 
You are Jeff, a 52-year-old lower 
middle class white man. You woke up 
this morning with sprained ankle and a 
hangover and don’t know how you hurt 
yourself. You drink until you pass out 3-
5 nights a week, and sometimes sneak a 
drink during the day too, but you always 
make it into work on time and keep 
track of all your paperwork, even if the 
headaches make you grumpy.  
  
Your triggers are having a door closed, 
not having a way to leave a situation, 
and lying down. If you feel trapped, you 
get angry and lash out. 
4 (slide 
77 
While looking at Jeff’s chart, you see 
that he missed three appointments and 
ask if he was okay.   
While looking at your chart, the 
provider tells you that you missed 3 
appointments. You know the policy is 
that you have to pay for them and 
you’re angry. You don’t remember 
making these appointments, let alone 
missing them, and you always keep 
track of papers. You’re sure they’re 
wrong. Sometimes it feels like 
everyone’s against you. 
5 (slide 
135) 
 
You have never told anyone about the 
childhood sexual abuse you experienced 
with your uncle from ages 4-14, but you 
think of it every day. You have never 
thought about telling anyone, and aren’t 
about to start now. 
 
If your doctor mentions the connection 
between abuse and health, it does make 
you wonder about your back aches and 
your drinking. If he doesn’t mention that 
trauma is common and connected to 
health, you don’t understand why he’s 
asking you about getting assaulted--does 
he think you’re weak? It’s offensive. 
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If your provider is empathetic and kind 
throughout the appointment, you 
remember why you liked him, and think 
maybe you’ll tell him about your 
drinking. Whether you do is up to you. 
But if you don’t feel like he really wants 
to connect with you, you stay shut down 
and closed. 
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Dissemination Opportunities 
 
Dissemination Opportunity Follow-up Steps 
 Post online with ces4health.info, a peer-
reviewed platform to disseminate public 
health products 
  Anole & Bethany record audio in ppt 
  Anole and Waru can post with OCRCC’s 
permission or OCRCC can post 
  Post an online seminar with Relias 
Learning 
  See above 
  Contact Claire Cox  
  Disseminate with online clearing houses   Contact administrators of those 
clearinghouses 
  Integrate trauma-informed care content 
into UNC medical school curriculum 
  Contact Amy Weil at  
  Lindsay Ann Wilson  
  Integrate content into UNC Hospital’s 
content 
  Contact Uma Gaddamanugu, student at 
UNC and Melinda Manning from Beacon 
at  (Anole sent intro email.) 
  Real-life training, drawing on contacts   Anole and/or Waru sends spreadsheet of 
providers who filled out survey and expressed 
interest. 
  Contact other community providers 
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Training Presentation and Script 
Slide 1 
 
Developed by Anole Halper, Waru Gichane, 
the Orange County Rape Crisis Center, a survivor consultant 
team, & other community partners 
Funding provided by the Carolina Center for Public Service
 
 
Introduce presenters.  
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Slide 2 
 
Thanks to
Waru Gichane | The Carolina Center for Public Service | The Orange 
County Rape Crisis Center | The Carolina Women’s Center & staff there: 
Cassidy Johnson & Shelley Gist | School of Social Work & MCH Dual 
Degree Program: Jennie Vaughn & Gary Cuddeback | Dorothy Cilenti | Dr. 
Sandra Martin | The Survivor consultant team! |Providers who took our 
survey | Staff at OCRCC including Bethany Wichman-Buescher, Sarah 
Peterson,  Natalie Ziemba & Nancy Carrion-Sarzoza | Kelli Raker, Devetta
Holman-Nash, and the team at Student Welllness | Elizabeth Reeves | 
Ethan Cicero | Sarah Verbiest | Monet  Marshall|  Monica Daye | Isaretta
Riley | UNC’s American Indian Center & staff there: Randi Byrd | Dr. Michael 
Lambert | Community Connections & staff: Lori Beyers | RYSE Center & 
staff: Kanwapal Daliwal | Diiv Sternman
 
 
Light red means they provided financial assistance. Dark red means they contributed 
content directly.  
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Slide 3 
 
goal: shared understanding
Image copyright Jonas Bengtsson, color changed
creative commons attribution 2.0 license
https://flic.kr/p/F7Ysa
CD1
 
 
This project is intended for doctors and nurses who work with adults in many healthcare 
settings. As providers of healthcare, in your case, and providers of survivor services, in 
our case, we often end up in silos, not communicating or collaborating even though we 
see many of the same clients with the same healthcare needs. So today we hope to 
bridge that divide so that we can better serve our shared clients. Trauma-informed care 
is a tool to build shared understanding and better meet our clients’ needs. 
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Slide 4 
 
Sources for this Presentation
2. Survivor input
3. Provider input
1. Research
Literature review
6 survivors participating in three 2-hour meetings
Key informant interviews with survivor agency providers 
Survey of local healthcare providers– 33 respondents
The consultants also participated in a survey about the process
 
 
To build that shared understanding, we drew on research, survivor input, and provider 
input. (Click.) To get a sense of the research, Anole and Waru conducted a literature 
review on a wide range of topics you’ll see in today’s presentation like health disparities, 
trauma’s impact on health, and the effectiveness of trauma-informed care and patient-
centered care. (Click.) They also met with survivors who provided ongoing guidance into 
the content of this presentation. (Click.) At the end of the survivor consultants’ 
involvement, a survey evaluated how fully they felt considered and heard in the process, 
and confirmed that their goals were met. Finally, we sought input from both healthcare 
providers and mental health providers who work with many survivors and have a broad 
sense of their needs through (Click) key informant interviews and (click) a survey of 
healthcare providers to learn more about their frame of reference. OCRCC collaborated 
and guided them through out the process. Here are some more information about our 
services that we hope you can draw upon as you work with patients. 
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Slide 5 
 
OCRCC SERVICES
Community 
Education 
Program
Support 
Group 
Program
Crisis 
Response 
Program
Latino 
Services 
Program
24-Hour Help Line 
& in-person 
support
Accompaniment
Systems Advocacy
Therapy Referrals
Prevention & 
Awareness
Professional 
Consultations
Safe Touch
Start Strong
 
 
Bethany! 
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Slide 6 
 
Why practice trauma-informed care?
B E C A U S E
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Slide 7 
 
TIC is based in evidence & leads to improved outcomes
Your patients are survivors of sexual trauma
Trauma impacts your patients’ health & behaviors
TIC builds on your skills & improves your patients’ health 
Discussing trauma with survivors helps them heal
TIC creates stronger systems of care
 
 
These are the topics we’ll be covering today. (Read slide as written.) 
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Slide 8 
 
How Trauma-informed 
care works
1
TIC is based in evidence & 
leads to improved health outcomes
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Slide 9 
 
Patient satisfaction
& patient health
time
shortages
cultural and 
Language 
differences
your own
emotional
reactions
keeping up
with patients
you only see
once or twice
 
 
We want to start out by acknowledging how hard you work, your goals, and the barriers 
you face to meeting them. (click.) We know that as you work with a patient, your goals, 
your intentions are to make sure they’re satisfied and healthy. (click.)  And these are the 
patient’s goals as well. At the same time, you face a lot of external challenges that you 
are also struggling to keep in mind. (click.) You don’t have enough time with your 
patient, maybe just 15 minutes, so you’re struggling to fit everything in. (Click.) You may 
have cultural and language barriers with your patient. (Click.) You may rarely see the 
same patient more than once or twice, so you’re unable to build relationships with them 
and are struggling to keep up with the status of their health. (Click.) And of course, you 
face stress in your own life. You may even be having an emotional reaction to what your 
patient is going through because of your own life experiences. You may yourself be a 
survivor. (Click.) Sometimes these barriers can make it hard to feel like you’re 
successfully connecting with your patient and meeting your goals. They can crowd out 
your intent.  
 
When we began research for this project, we saw trauma-informed care as a competing 
need with all your other priorities, and we didn’t quite know how it could be fit in. But 
we have come to see it as a tool you can integrate in to your busy, complex schedules 
that can re-center your intentions and help you make sure that you meet them without 
detracting from your other priorities. As we move through the training today, we’ll try to 
find ways for you to accomplish these tasks as efficiently as possible. We’ll be 
brainstorming that together. 
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Slide 10 
 
Trauma-informed carePatient-centered care
“care that is respectful and 
responsive to individual 
patients’ preferences, 
needs, and values” 
care that recognizes 
and responds
to the needs of people 
who have 
experienced trauma
EVIDENCE-BASED
Institute of Medicine, 2001 Substance Abuse and Mental Health Services Administration 2014
 
 
Trauma-informed care is relatively new in medicine, so much of its evidence basis is in 
behavioral health. However, TIC is not a new idea. It has a lot in common with a 
framework you might be more familiar with, patient-centered care. (Click) As you can 
see, both frameworks are concerned with responding to individual patients’ needs, 
preferences, and values. But trauma-informed care is more centered on the needs of 
trauma survivors in particular. This training is intended to launch interdisciplinary 
collaboration. It will share knowledge from those familiar with trauma and gender 
violence in particular—both providers and survivors themselves. It will also explain the 
evidence basis for a trauma-informed approach. 
 
I also want to talk a little more about how we define patient-centeredness. Most 
educators and researchers focused solely on experts’ determination of what constitutes 
PCC. However, in one study of both observation of the clinical encounter and patient 
perceptions, the patients' perception of the patient centerdness of the 
interaction was the stronger predictor not only of health outcomes but also of efficiency 
of health care (fewer diagnostic tests and fewer referrals). (Stewart, 1995). 
 
So patients should have the power to define patient-centeredness for themselves! So in 
this presentation, we allowed patients themselves to define what worked best for them, 
through our participatory research methodology.  
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Slide 11 
 
Causal Pathways between Patient-centered Care and Health Outcomes
Rathert, Wyrwich, & Boren, 2012
Zolnierek & DiMatteo, 2009
DiMatteo, Giordani, Lepper, & Croghan, 2002
Venetis, Robinson, Turkiewicz, & Allen, 2009
Swift & Callahan, 2009
 
 
This model is from a 2012 systematic review of Patient-centered care and health 
outcomes. As a reminder, the goal of trauma-informed care is to improve the outcomes 
of patient satisfaction and patient health. That’s why these are on on the right, under 
“outcomes.” So let’s examine the evidence basis for patient-centered care & trauma-
informed care in more detail to see how they meet these outcomes. (Click) These 
processes are also present in trauma-informed care, and will be covered in these 
sections of the training. Right now, we’re going to focus on a few. 
 
(Click.) Let’s look first at provider communication, which consists of both providing 
education and emotional support. (Click.) A 2009 Meta-analysis found that physician 
communication is significantly positively correlated with patient adherence; With 
physician communication training, the odds of patient adherence are 1.62 times higher 
than when a physician receives no training.” 
 
(Click.) Adherence matters because we also know that it has a significant impact on 
health outcomes. A 2002 meta-analysis on the effect of adherence of patient outcomes 
found that overall, the outcome difference between high and low adherence is 26%.  
 
(Click.) Patient-centered communication is also patients’ preference, and therefore a 
meta-analysis of its use in cancer patients found that it improves patient satisfaction 
with an effect size of .143. (Click.) Now let’s focus on patient preferences. A meta-
analysis in psychology found that matching patients to their preferred treatment led to a 
58% improvement in health outcomes.  
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Slide 12 
 
seeing through patients’ eyes
Gerteis et al., 1993
 
 
Another, more poetic way that patient-centered care has been defined is as “seeing 
through patients’ eyes.” (click.)  
 
In order to do that, to empathize with patients, we have to truly understand their 
experiences. (click) So these next two sections will allow us to understand patients who 
have experienced trauma by examining who they are, how trauma affects their health, 
and how it affects their healthcare experiences. 
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Slide 13 
 
C
i
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Slide 14 
 
An Overview of 
Sexual Trauma
Which of your patients are most at-risk and 
why
2
 
 
This brief section will bust myths about who experiences trauma, the circumstances 
surrounding sexual violence, and additional barriers these at-risk communities face. 
 
While our presentation focuses on sexual violence, a lot of this material is relevant to 
other forms of trauma—everything from violence to car accidents. 
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Slide 15 
 
Trauma is an event, series 
of events, or circumstances 
that overwhelm someone’s 
ability to cope, and that 
have lasting adverse effects 
on their well-being.
SAMSHA-HRSA Center for Integrated Healthcare Solutions, 2013
National Council for Community Behavioral Healthcare.
 
 
Let’s begin by defining trauma. (Read slide.) When someone is overwhelmed, they often 
feel fear or harm (National Council for Community Behavioral Healthcare). The lasting 
effect on someone’s well-being can be mental, physical, social, emotional, and/or 
spiritual (SAMSHA-HRSA Center for Integrated Healthcare Solutions, 2013). 
 
This broad definition means that, even though we’re focusing today on sexual trauma, 
trauma-informed care will be useful for the majority of your patients, because most 
people have experienced some kind of traumatic event– be it war, a car accident, or 
child abuse (National Council for Community Behavioral Healthcare). Trauma survivors 
are also over-represented in healthcare settings. 
 
 
 
  
81 
 
Slide 16 
 
Sexual violence is 
any sexual activity
against a person’s 
will.
committed by force
Orange County Rape Crisis Center, 2013
 
 
Sexual violence is one form of trauma. This is the Orange county rape crisis center’s 
definition of sexual violence. So now let’s break down the different components of this 
definition. 
 
(click) 
Any sexual activity: Sexual activity can include anything from hugging to having sex. 
These actions can be committed by boyfriends, girlfriends, friends, acquaintances, family 
members, partners, and strangers. 
 
(Click) Committed by force: “By force” can also include a wide range of things. Physically 
holding someone down, using violence, or using weapons is one type of force. Coercion, 
manipulation, and putting pressure on someone is also force. Threatening or 
blackmailing someone is force too. So is bribing or tricking someone. 
 
(Click) Against a person’s will: Against a person’s will means without their active consent. 
So if the person didn’t want to do it, it was without their consent. Saying “no” is an 
obvious indicator that there is no consent. But there are other ways that people say no 
or indicate they don’t want to do something without using the word no. If you were too 
scared to say no, that doesn’t mean that what happened was your fault. Only a clear and 
enthusiastic yes means yes. Also, a person who is using alcohol or drugs cannot give 
consent. Sexual activity with someone who is passed out, sleeping, or under the 
influence of drugs or alcohol is sexual violence. 
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(Click) So to recap, sexual violence is any sexual activity committed by force against a 
person’s will. 
 
 
  
83 
 
Slide 17 
 
Sexual 
violence 
survivors
utilize 
healthcare 
at elevated 
rates
Koss, Koss, & Woodroff, 1991
 
 
Before we give you an overview of sexual violence and disparities. It's important to note 
that survivors use healthcare at an elevated rate. Therefore, as we present our 
disparities on how many people have experienced violence, know that they may be 
overrepresented in the patients you may encounter.  According to a study by Koss and 
colleagues, in the year following a rape, survivors experience an 18% increase in health 
case use, and in the second year, service utilization increases by 56%. We’ll discuss more 
in our next section about why utilization rates increase further down the line, after the 
physical injuries from an assault have healed. 
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Slide 18 
 
Intimate 
partner 
violence 
(IPV) 
survivors
utilize 
healthcare 
at elevated 
rates
Survivors have 
of non-survivors
1.54X the # of hospital visits 
1.17X the # of primary care visits
1.14X the # of specialist visits
Data: Rivera et al., 2007Image copyright Antonio TwizShiz Edward, color changed
Creative Commons Attribution-Non Commercial-NoDerivs 2.0 license 
https://flic.kr/p/4rsqwn  
 
Intimate partner violence (sometimes called domestic violence) survivors also have 
higher utilization rates. Sexual violence is often one component of IPV. A survey of 3000 
women that compared their self-reports of IPV with their medical records found that 
survivors have (click) 1.54X the number of hospital visits of non-survivors, (click) 1.17X 
the number of primary care visits of non-survivors. (Click.) And 1.14 times the number of 
specialist visits of non-survivors. These numbers changed very little even decades after 
the IPV occurred, indicating that costs were not due to acute injury but to long-term 
somatic impacts that we’ll discuss more in the next section (Rivara et al., 2007.) 
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What is the 
media 
stereotype of 
who 
experiences 
sexual  
violence? What 
image of a 
“victim” or 
survivor do you 
have? 
Image copyright Andrea EA Ponente, cropped
Creative commons Attribution-NonCommercial-NoDerivs 2.0 license,
https://flic.kr/p/8qeAnA  
 
One study found that nurses didn’t screen for trauma because they thought they could 
tell who had experienced trauma by looking at them (Robinson, 2010).  
So where do we get our idea of what a survivor “looks like”? One place is the media. 
Think of Law & Order: SVU. What are the demographics of the typical victim 
on the show?  
 
Activity: Use https://www.polleverywhere.com/ to fill in each of these. 
 
As an aside, we use the term “survivor” because many folks who have 
experienced violence think it is more empowering and that it restores a 
sense of agency. Other survivors find the word victim empowering, so it’s 
important to use the language someone who has experienced violence 
prefers. Today, we ask that you use survivor by default. 
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WHO’S OUTSIDE THIS
LGBTQ people
people of colorpeople with disabilities
masculine people
BOX?
 
 
(Click.) These are just some of the folks who find themselves on the outside of this myth. 
(Click) We recognize that these communities are intersecting, and that people are often 
members of more than one. Let’s review the data… 
 
(Move through the next slides quickly. The point is to highlight disparities.) 
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Who experiences sexual violence by gender?
24% ~ 50%
of women of men of transgender
people*
44%
Breiding, 2014 Kenagy, 2005  
 
These are lifetime prevalence rates. You might have seen lower numbers in the past. 
That’s because past data has often referred to rape specifically. When sexual violence is 
broadened to include other acts, the disparity between men and women somewhat 
decreases. The men and women data are from a telephone survey done by the CDC that 
has a nationally representative survey.  
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* Definition
Image & definition: Grinberg, 2016
Definition: Fenway Health, 2010.
 
 
Ask if audience needs a little more explanation of the term transgender, using a visual 
cue like a head nod. If so, explain that gender identity refers to an internal sense of self 
and sex assigned at birth is what the doctor at the hospital says (“it’s a __!”), usually 
based on genital appearance. Transgender is the term that’s used when there is a 
mismatch. Transgender people may identify as men or women, so they are likely 
included in the other data, but they are less than 1% of the population and respondents 
in most surveys are not asked to name their gender in a trans-inclusive way. So because 
of health disparities, this presentation breaks out transgender data when possible. 
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Who 
experiences 
sexual and 
relationship 
violence by 
race?
Image: Centers for Disease Control and Prevention, n.d.
Data: Centers for Disease Control and Prevention, 2011
 
 
As you can see, rates are high across races, but lowest among whites and Asians and 
highest among mixed race people.  
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Who 
experiences 
sexual 
violence by 
race?
Transgender Experiences of
Grant et al., 2011
 
 
There’s a similar racialized pattern when we look at rates of sexual violence among 
transgender people. This bottom line is sexual assault in the K-12 setting. As you can see, 
it’s highest among American Indian and multiracial respondents, and lowest among 
Latinxs and whites. (So there is a discrepancy there between this data and the previous 
data we saw, which may be partly explained by the low rate of respondents of color in 
this purposive sample. ) 
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Who 
experiences 
sexual and 
relationship 
violence by 
income?
Image: Centers for Disease Control and Prevention, n.d
Data: Breiding, Chen, & Black, 2014.
 
 
Partially, these racial disparities in sexual violence may be accounted for by racial 
disparities in income level. As you can see, 9.7% of those with an income lower than 
$25,000 experience IPV, compared to only 2.8% of those with a household income above 
$75,000 annnually.  
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Who 
experiences 
sexual 
violence by 
sexual 
orientation?
Image: Centers for Disease Control and Prevention, n.d
Data: Walters, Chen, & Breiding, 2013.
 
 
Bisexual women are at the greatest risk. Note: if you don’t ask for sexual orientation on 
your intake form, you may not know if a patient is bisexual. You may only know her 
current or most recent partner. These disparate rates of risk factors present are one 
reason to include a measure of sexual orientation and gender identity on intake forms. 
In the google drive, there are recommended ways on how to ask sexual orientation and 
gender identity and some references for more information on that. 
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Who 
experiences 
sexual 
violence by 
ability?
Women with disabilities are
3.3
Image: Accessible Icon Project, n.d.
Data: Basile, Breiding, & Smith 2016
times as like to experience rape
 
 
(Click.) Women with a disability are 3.3 X as likely to experience rape as someone 
without a disability. An estimated 39% of women raped in the 12 months preceding the 
survey had a disability at the time of the rape. (Basile, Breiding, & Smith 2016) 
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Who 
experiences 
sexual 
violence by 
ability?
Men with disabilities are
4.2
times as like to be forced to penetrate someone
Image: Accessible Icon Project, n.d.
Data: Basile, Breiding, & Smith 2016
 
 
(Click.) And men with a disability are 4.2 X as likely to be forced to penetrate someone.  
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Why do marginalized communities 
experience higher rates of violence?
Predation by 
those outside the 
community 
Stress-based 
violence by those 
inside
Vulnerabilities:
prisons, shelters, 
sex work, etc.
Relationship 
violence
Women of Color Network, 2006
Grant et al., 2011
Baker et al., 2013
Taft et al., 2011
Johnson, 2010
Stith et al., 2004
 
 
When presented with this data, some people wonder why marginalized people 
experience higher rates of sexual and relationship violence. 
 
(Click.) One answer is that because of their experiences of marginalization, such as 
poverty and homelessness, folks are exposed to vulnerable circumstances that makes 
more likely to be victimized. 
 
(Click.) At the same time, typologies of violence developed by Johnson and rooted in 
data show that while some relationship violence is based on power and control, 
situational violence can be a reaction to life stressors such as discrimination and 
economic scarcity (Johnson, 210; Stith et al., 2004). We also know that folks who have 
experienced trauma are more likely to perpetrate (Taft et al., 2011; Baker et al., 2013.) 
(Click.) This can create a cycle of violence that challenges the neat binary between 
survivors and perpetrators. 
 
You can also see that, in both these situations, substance abuse could also be a factor 
(Stith et al., 2004.) 
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WHO’S OUTSIDE THIS
LGBTQ people
people of colorpeople with disabilities
masculine people
BOX?
those most at risk  
 
Returning to this question, the people left outside of our assumptions and lens of who 
experiences sexual violence are the same people most at-risk for experiencing sexual 
violence.  While men are not an increased risk compared to the general population, their 
risk is much greater than we, as service providers, tend to assume, so they are under-
served.  
 
 
  
97 
 
Slide 31 
 
Why does it matter 
that survivors’ lives 
don’t fit the myths of 
sexual violence we 
hold? 
 
 
(Ask the question as written.) 
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1. In addition 
to trauma and 
violence, other 
forms of 
oppression 
impact 
marginalized 
communities’ 
health
Pascoe & Richmond, 2009
Parodies et al., 2015
Priest et al., 2013
Meyer, 2003
Williams & Robinson, 2012 
Image copyright Tim Green, color changed
Creative Commons Attribution 2.0 license 
https://flic.kr/p/4w9Twp
 
 
(Read slide) Several meta-analyses, systematic reviews, and population studies link 
perceived discrimination to poor mental and physical health outcomes among both 
LGBTQ populations and people of color (Pascoe & Richmond, 2009; Parodies et al., 2015; 
Slopen, Lewin, & Williams, 2026; Priest et al., 2013; Meyer, 2003; Williams & Robinson, 
2012.) These disparities have led the institute of medicine and Healthy People 2020 to 
prioritize ending health disparities among racial, sexual, and gender minorities (Smith & 
Smedley, 2003; Healthy People 2020, 2016).,  
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2. Marginalized 
communities 
also face 
additional 
barriers in 
accessing 
healthcare.
Image copyright Nik Stanbridge, color changed
Creative Commons Attribution-NonCommercial-NoDerivs 2.0 Generic license
https://flic.kr/p/aCLXbc  
 
Brainstorm barriers (with participants if time): 
• Guilt about outing a community member as a perpetrator or oneself as a survivor and 
making the whole community look bad  
• Institutional trauma in the healthcare field & distrust of the field 
• Poverty/lack of insurance make it hard to get in the door 
• Cultural/identity differences with practitioners 
• Translation services 
• Etc. 
 
As we’ll discuss in the next session, this is particularly problematic because of how 
trauma impacts health. 
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3. Implicit bias 
affects our 
behavior as 
healthcare 
providers, 
leading us to 
sometimes 
exacerbate 
these 
disparities.
Greenwald et al., 2009
Paradies, Truong, & Priest, 2014 
Image copyright dierk schafer, color changed
Creative Commons Attribution 2.0 license 
https://flic.kr/p/5vGNkE
 
 
(Read slide.) We know this from the Harvard Implicit Associations studies. This research, 
which has been going on for over 20 years, has people look at images of different 
demographic groups, while it has them click descriptors like “trustworthy,” “smart,” or 
“American.” The study measures how quickly respondents click on descriptors when 
looking at pictures of one demographic group vs. another. The idea is that it measures 
these associations you make at the unconscious level, which are distinct from the biases 
we are aware of. (Nosek et al., 2007.) You can take these tests yourself online. A meta-
analysis found that this implicit-or unconscious-bias is a strong predictor of behavior. 
(Greenwald et al., 2009.) This is true across the board, including in healthcare fields. In a 
2014 systematic review of racial bias among healthcare providers, more than two-thirds 
of the studies included did find evidence of racism among healthcare providers 
(Paradies, Truong, & Priest, 2014.) These disparities perpetuate poor help-seeking 
behaviors: studies have found that black and LGBTQ people are less likely to seek 
services than their white and heterosexual counterparts, respectively (Willging, 
Salvadore, & Kano, 2006; Woodward, 2011)., Because folks already face barriers, when 
we ignore elements of their experience, it compounds and reinforces existing 
disconnections they feel from the healthcare field, leading to even more reduced help-
seeking.  
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Trauma-informed 
care minimizes the 
impact of bias and 
reduces healthcare 
disparities.
Durand et al., 2014  
 
I know this can feel hopeless, but the truth is that we can train ourselves to engage 
differently with patients. In fact, shared decision-making and patient-centered care—
elements of trauma-informed care—have been found to be particularly effective with 
patients marginalized on the basis of race and SES, perhaps because these patients are 
traditionally particularly disempowered (Durand et al., 2014). So, TIC is a tool to reduce 
health disparities. 
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3
Understanding the 
Effects of Trauma
How trauma impacts your patients health 
and behaviors
 
 
We’re going to start with some stuff you probably know, but hopefully build to a new 
place. 
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The Brain’s Response to Extreme Stress
Arnsten, 2015
 
 
*Disclaimer about lack of biology expertise. Under situations of extreme stress, the pre-
frontal cortex, which creates reason and logic, the green part, shuts down. (click.) And 
the amygdala and brain stem stem take over, along with conditioned, habitual responses 
to stress: fight/ flight/ or freeze (Arnsten, 2016).  
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Fight, flight, or 
freeze
The System’s Response to Extreme Stress
Campbell, 2012  
 
Freeze is playing dead. Apparently, it happens when you put a shark upside-down. And 
it’s a primal and uncontrollable survival response experienced by 12-50% of rape 
survivors; Research suggests it’s closer to 50% than 12% (Campbell, 2012). This can 
complicate healing because survivors can blame themselves for not taking action to 
leave or fight back, even though this is an automatic, biological response (Campbell, 
2012). 
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The Memory’s Response to Extreme Stress
 
 
At the same time, while the brain is in a stress response, memories are stored 
differently. “So unlike normal memory processing where information is recorded, 
organized, and grouped, the victim ends up with fragmented memories. What do I mean 
by fragmented? Well to borrow from Dr. Rebecca Campbell, a leading trauma specialist, 
the memories are like post-it notes” (Campbell, 2012). [Quote from OCRCC ppt.) 
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The Body’s Response to Extreme Stress
 
 
As you know, the body also has automatic stress responses. This involves a flood of 
stress hormones like adrenaline and cortisol through out the body, the quickening of 
heartrate and breathing, and activity in the brainstem. 
 
 
  
112 
 
Slide 46 
 
The stress response
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
Can change after trauma.
Traumatic 
event
 
 
The zig-zag line you see here represents the body’s activation in responses to stress—
the flood of stress hormones like adrenaline and cortisol, the quickening of heartrate 
and breathing, and activity in the brainstem, and then its return to a normal baseline 
state. (click) After a traumatic event, the degree of the body’s activation in response to 
stress changes and the baseline also changes permanently in response to trauma. (click.) 
A metaphor that might be useful is that a traumatic event turns up the volume of the 
stress response. When you turn up the volume on the TV, whether someone is 
whispering or shouting, they are louder. Similarly, when someone with PTSD experiences 
stress, their response is often more intense (Campbell, 2012). 
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The stress response
Information source: Harvard University Center on the Developing Child, n.d.
Image source: KaBOOM! N.d.
 
 
The degree to which the volume is turned up depends on the severity and/or length of 
the trauma. This is particularly true in children, whose brains are still forming. In fact, 
there is a powerful and growing body of evidence on this phenomenon. 
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Shonkoff, Boyce, & McEwen, 2009
 
 
This cumulative burden over time, the allostatic load, (click) reduces the body’s ability to 
respond to stress in a healthy way and it stays in a permanent state of high-alert, 
wearing down the body’s system over time. (click) This can result in using dangerous 
behaviors to cope like substances, (click) but it can also result directly in disease even in 
the absence of dangerous coping behaviors (click). 
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ACE = 
Adverse 
Childhood 
Experience
Image copyright Sonny T, Cropped and color changed
Creative Commons Attribution-NonCommercial-NoDerivs
2.0Generic license
https://flic.kr/p/tCif3
 
 
We learned how this process played out in the ACE studies, longitudinal studies 
conducted by the CDC that correlated adverse childhood experiences with a wide range 
of health outcomes. 
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The ACE score 
(1-10) can be 
calculated 
with a simple 
questionnaire 
that asks 10 
yes or no 
questions 
about ACEsImage and content source: Starecheski, 2015
CD4
 
 
This image illustrates what the ACE test asks about. So, if you had one adverse 
experience, you have a score of one. 2 is a score of 2, etc. 
Include ACE questionnaire in handouts? 
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The CDC’s ACE Study 
shows a correlation 
between ACE scores 
and a wide range of 
health outcomes.
Greeson et al., 2012 
 
 
(Click on the period link and scroll through “how common are ACEs,” “types of ACEs,” 
and “how do ACE scores affect our lives?” and “How do ACEs affect our Society.” Play 
with the slider tool in “How do ACE scores affect our lives” that show that increasing ACE 
scores cause increasing health risks.) 
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Trauma that takes 
place in adulthood
impacts the body 
in similar ways. 
 
 
The mechanisms of how childhood trauma affect health are better understood because 
of the ACE studies. Nonetheless, we know that trauma that takes place in adulthood 
impacts the body in similar ways. 
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• compromised immune system
functioning
• sexual, gynecological, and reproductive 
concerns
• urinary and gastrointestinal 
problems
• heart disease; 
• cancer
• liver disease
• obesity 
• headaches 
• generalized pain
• musculoskeletal complaints 
• medically unexplained conditions 
Physical 
health 
outcomes 
correlated 
with 
intimate
partner 
violence in 
adult 
women
Campbell, 2002
Image copyright Fleep Tuque, color changed
Creative Commons Attribution-NonCommercial 2.0 Generic License
https://flic.kr/p/9S9u3A  
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functional gastrointestinal disorders 
nonspecific chronic pain 
psychogenic seizures 
chronic pelvic pain 
Physical 
health 
outcomes 
correlated 
with 
lifetime 
history of 
sexual 
violence in 
adult 
women
Image copyright Fleep Tuque, color changed
Creative Commons Attribution-NonCommercial 2.0 Generic License
https://flic.kr/p/9S9u3A Paras et al., 2009
2.43 times as likely as a non-survivor to have
2.2 times as likely as a non-survivor to have
2.96 times as likely as a non-survivor to have
2.73 times as likely as a non-survivor to have
 
 
(Click.) Looking at this list, I think it’s important to note that all of these are unexplained 
pain, the kind of symptoms that may cause a provider to question a patient’s credibility 
or whether they’re just trying to get pain medication. But this is meta-analysis data, 
good data. The pain survivors’ feel is very real. 
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A trigger Forces a survivor back
Heinzelmann & Gill, 2013
Reeves, 2015  
 
Now that we’ve covered the body’s response to trauma, we’re going to discuss one 
particular brain response: post-traumatic stress disorder. PTSD is what happens in 
response to triggers for some survivors. A trigger is anything that reminds someone of 
the trauma for any reason—a smell, look, feeling, anything. (click.) In response, a 
survivor is intrusively forced back into this original stress response—into pieces of the 
shattered sensory memories. 
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Exposure to 
actual or 
threatened death, 
serious injury, or 
sexual violence 
Post traumatic stress disorder has 2 components:
Intrusive 
symptoms as a 
result of this 
trauma: 
reexperiencing, 
avoidance, and 
hyperarousal
and/or chronic 
stress
American Psychiatric Association (APA), 2013Substance Abuse and Mental Health Services Adminisration (SAMSHA),, 2016
Past : Present :
 
 
(Read slide) This is a summary of the definition of PTSD from the DSM 5 (APA, 2012).  
 
Recently, our understanding of trauma is changing (click.) as researchers have begun to 
understand that prolonged exposure to poverty, discrimination, or maltreatment have 
long-lasting effects on the architecture of the brain, similar to an acute trauma 
(SAMSHA, 2016). 
 
 
 
  
123 
 
Slide 57 
 
Re-experiencing Avoidance Hyper-arousal
Feels like
Patient 
looks like
• distressing recollections or 
dreams of the event, 
• flashbacks, 
• intense psychological and 
physiological reactivity
Intense and seemingly 
irrational emotion they felt 
in response to the original 
event
• Intense fear of you
• Sadness
• Flashbacks
• evasion of any thoughts or 
feelings of people and 
places that remind the 
individual of the traumatic 
event
• decreased interest in 
participating in activities, 
• emotional numbing
• Ignoring you
• Missing appointments
• Flat affect
• Disinterest
• Avoiding eye contact
• Distrusting
• problems falling or 
staying asleep,
• irritability or anger,
• hypervigilance,
• exaggerated startle 
reflex
• Anger
• Irritability
• Being startled
• Seeming on-edge
How do you feel when patients act in these ways? 
What thoughts do you have about thes  
patients? 
How do you act tow rd them?
Heinzelmann & Gill,, 2013
 
 
Here is some more detail of what patients feel like from the inside and what they look 
like from the outside when they’re triggered or experiencing PTSD symptoms. (Click.) Re-
experiencing feels like this (read)…(click) and looks like this (read). (Click) Avoidance feels 
like this (read). (Click) And looks like this (read) (Click.) And hyperarousal feels like this. 
(read) (Click) And looks like this. (read.) (Click.) So take a moment to read over this list, 
and (click) reflect on how you feel when patients act in these ways. (Click) What 
thoughts do you have about them? (Click.) And how do you act toward them?  
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Does 
working with 
survivors 
bring up a 
stress 
response for 
you?
 
 
In other words, does working with survivors bring up a stress response for you? 
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Activity: When you work with patients who exhibit 
PTSD symptoms like the ones below, 
1) what kind of stress response comes up for you: 
fight, flight, or freeze? 
2) What does it feel like in your body?
Intense and seemingly 
irrational emotion they felt 
in response to the original 
event
• Intense fear of you
• Sadness
• Flashbacks
• Ignoring you
• Missing appointments
• Flat affect
• Disinterest
• Avoiding eye contact
• Distrusting
• Anger
• Irritability
• Being startled
• Seeming on-edge
 
 
Please take 2 minutes to jot this down…Now take a few minutes to discuss with your 
neighbor. 
Debrief: point out that they might exhibit some of the same behaviors that they find 
frustrating in their patients. 
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You
Your patient
You
Your patient
Reeves, 2015
 
 
When you are stuck in your own stress response, reacting to your patient’s symptom 
(click) rather than the entirety of who they are as a human being, it’s like you are 
treating them like that shard of sensory reaction that they feel like in that moment.  
(Click.) And so this amplifies their feeling of being stuck, in a feedback loop. (Click). 
When you remember that your patients are behaving this way for a reason, you move 
from your stress brain into your PFC because you are using reason instead of habitual 
emotion. (Click) And when you practice TIC in response, you give your patients a gift of 
calmness in which they can begin, over time, to assemble the shattered fragments of 
sensation and memory that they associate with the trauma. This ability to integrate the 
trauma by moving it into their rational brain, into their story and self is how healing from 
PTSD happens. And you can start that process by affirming to them that they are a whole 
human being by practicing trauma informed care. 
 
Further, in IPV, a lack of social support helps keep the abusive dynamic going. By 
reminding someone of their worth and ability to get validation outside the relationship, 
you are inherently helping them gain independence from the relationship. 
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Re-experiencing Avoidance Hyper-arousal
Feels like
Patient 
looks like
• distressing recollections or 
dreams of the event, 
• flashbacks, 
• intense psychological and 
physiological reactivity
Intense and seemingly 
irrational emotion they felt 
in response to the original 
event
• Intense fear of you
• Sadness
• Flashback
• evasion of any thoughts or 
feelings of people and 
places that remind the 
individual of the traumatic 
event
• decreased interest in 
participating in activities, 
• emotional numbing
• Ignoring you
• Missing appointments
• Flat affect
• Disinterest
• Avoiding eye contact
• Distrusting
• problems falling or 
staying asleep,
• irritability or anger,
• hypervigilance,
• exaggerated startle 
reflex
• Angry
• Irritable
• Startled
• On-edge
Your challenge: these symptoms of 
trauma in your patients could become 
your cue to practice trauma-informed 
care, ju t s recognizing a symptom of 
an illness would prompt you to treat it.
 
 
So this is our hope and challenge for you.  
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PTSD
trauma/ 
stress
exposure ?
epigenetics
National Council for Community Behavioral Healthcare, N.d.
 
 
70% of adults in the US have experienced some kind of trauma, but not all of them 
develop PTSD symptoms. (click.)   
 
We don’t fully know what determines which patients develop the symptoms and 
struggles of PTSD. But one newly discovered biological determinant lies is epigenetics. 
(click) 
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Traumatic experiences
(Very basic!) 
introduction to 
epigenetics
Heinzelmann & Gill, 2013
Rodriguez, 2015
 
 
The study of epigenetics is new. You all probably know biology better than me, but this is 
a small overview. Epigenes are determinants of many health outcomes. They are methyl 
or other chemical tags that are on genes. (click) This is a diagram of what they look like, 
hanging off the genes. (Click.) Trauma and toxic stress are some of the things, like diet 
and exercise, that can add these little tags to genes. Think of them like on/off switches 
that affect how the actual genetic material is expressed. For example, food instability 
creates a tag that turns on a propensity for diabetes, not just for the food-insecure child 
but for generations of their offspring. Epigenes are passed on intergenerationally with 
DNA, even though they aren’t part of our genes. (click.) So, because of exposures, 
epigenes affect the propensity to have certain health outcomes for generations to come. 
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This is 
referred to as 
historical 
trauma
Tree image: National Council for Community Behavioral Healthcare, N.d.
Mother/ child image: Rodriguez, 2015  
 
This is referred to as historical trauma, and it is increasingly acknowledged as a risk 
factor PTSD. (Click.) Recent studies have shown epigenetic inheritance of PTSD in 
children of holocaust survivors and PTSD-like symptoms in the offspring of mice who 
were exposed to stimuli (a trigger) and pain (Rodriguez, 2016). 
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Implications of epigenetics for 
healthcare providers:
1) Treating trauma in one patient 
could impact the health of the 
patient & their offspring.
2) Communities that have 
experienced historical trauma may 
be at an increased risk for PTSD.
 
 
When we think about item 2, this means that indigenous people whose ancestors 
experienced atrocities and people of color whose experienced slavery could be at an 
increased risk of PTSD and other negative mental health outcomes, although so far, this 
research only exists with holocaust survivors’ offspring.  
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How to practice 
Trauma-informed care
4
Build on your existing skills & improve 
your patients’ health 
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Use the biopsyhcosocial model
View the patient as a person
Share power & responsibility
Build effective relationship
Maintain and be able to convey
unconditional positive regard
Be aware of the doctor as person
Patient-Centered Care
Physical & psychological safety
Trustworthiness & transparency
Collaboration, mutuality, & the leveling 
of power differences
Empowerment, voice, choice, & decision
making
Cultural, historical, & gender issues
Trauma-informed Care
SAMSHA, 2014Phelan, Stradins, & Morrison, 1998
 
 
Because of the parallels between these constucts, we want to return, now, to the 
principles of patient-centered care and trauma-informed care.  This model focuses on 
the individual-level elements of each model, although both also have broader 
implementation that we’ll discuss in section 6. These are the components of each. 
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Use the biopsyhcosocial model
Patient-Centered Care
Physical & psychological safety
Cultural, historical, & gender issues
Trauma-informed Care
Be aware of the doctor as person
Trustworthiness & transparency
Build effective relationship
Maintain and be able to convey
unconditional positive regard
Share power & responsibility
Empowerment, voice, choice, & decision
making
View the patient as a person
Collaboration, mutuality, & the leveling 
of power differences
SHARE POWER 
BE EMPATHETIC 
& TRANSPARENT
 
 
In looking for overlap between these two constructs, we found a great deal. We also 
identified 2 primary themes: shifting power, and being empathetic & authentic. We’ll go 
on to break down how each one works. 
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“The interpersonal 
dynamics of physical 
examinations--
such as being told to 
relax, or feeling 
trapped-- can mimic 
the dynamics of 
abuse or violence, 
and trigger
memories of when 
the survivor’s bodily 
autonomy was 
violated.”
Reeves. 2015, p. 699
 
 
This refers to both the power dynamics of the patient-provider relationship 
 
 
 
  
138 
 
Slide 72 
 
We have this pedestal that we put doctors 
on. We can’t get referrals or prescriptions for what 
we need without them. The system chips away at 
this body-mind relationship we should all have. 
It takes away power. 
”
“
-survivor consultant
 
 
So this describes an inequitable dependency, similar to that of an abusive relationship. 
 
 
  
139 
 
Slide 73 
 
Original source: 
Domestic Abuse Intervention Project, n.d.
Adapted by:
SAVE: Stop Abusive and 
Violent Environments, 2009
 
 
Something that came up repeatedly in research and interviews is that, for survivors, the 
relationship between a non-trauma-informed provider and patient can be reminiscent of 
a relationship based in abuse. This is the power & control wheel. It is a tool developed 
by pioneers in the gender violence movement to educate survivors, perpetrators, and 
the public about the dynamics of relationship violence, and it is still used today by 
everyone in the field.  The highlighted areas of the wheel indicate ways that provider-
patient relationships can express power and control and contribute to retraumatization.  
Consider how  
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Be aware of the doctor as person
Trustworthiness & transparency
Build effective relationship
Maintain and be able to convey
unconditional positive regard
Share power & responsibility
Empowerment, voice, choice, & decision
making
View the patient as a person
Collaboration, mutuality, & the leveling 
of power differences
SHARE POWER 
BE EMPATHETIC 
& TRANSPARENT
A provider-
patient 
relationship 
that removes the
pedestal
 
 
Shifting power, and being empathetic & authentic that can remove the pedestal and 
therefore a main source of triggers for survivors in healthcare settings. We’ll go on to 
break down how each one works. 
 
 
  
142 
 
Slide 76 
 
SHARING 
DECISION-MAKING 
& POWER 
Cause of poor outcomes: Intervention:
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“SHARED 
DECISION 
MAKING—
THE 
PINNACLE 
OF PATIENT-
CENTERED 
CARE”
Barry & Edgman-Levitan, 2012)
 
 
 
The strategy we recommend to shift power is shared decision-making or SDM. “SDM is 
supported by evidence from 86 randomized trials showing knowledge gain by patients, 
more confidence in decisions, more active patient involvement, and, in many situations, 
informed patients elect for more conservative treatment options” (Elwyn et al., 2012, 
p. 1362; Stacey et al., 2011)  
 
SDM is also particularly beneficial to patients marginalized on the basis of ethnicity, SES, 
and education-level. Therefore, it has the possibility to reduce health disparities (Durand 
et al., 2014. 
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Patient
survivors
Providers
Is shared
decision
making
happening?
 
 
We conducted a survey of healthcare providers in Fall 2016. Providers rated their 
organization as very competent in ensuring patients shared in decision-making and goal-
setting in their treatment. This was one of the highest self-rated categories, at an 
average of about 5 out of 7 on a Likert scale of competence. But we also conducted 
ongoing meetings and interviews with survivor consultants, and we found that patients’ 
and providers’ views were in conflict because this was the area of care about which 
patients expressed the most frustration and unmet need. This perception by survivors 
was reflected in the literature (Havig, 2008).  
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Survivor consultants’ descriptions of 
the ideal medical appointment
 
 
You can see this best in this word cloud, which is compiled from our notes from 
meetings and interviews with survivors in which we asked them to imagine their ideal 
medical appointment. As you can see, what they discussed the most was wanting to be 
asked about things, and given options by their providers during the appointment. This 
presented a discrepancy between providers’ and patients’ perspectives. 
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“the most important attribute of 
patient-centered care is the active 
engagement of patients when 
fateful health care decisions 
must be made… Examples 
include decisions about major 
surgery, medications…and 
screening, and diagnostic tests.”
The Meaning of Shared Decision Making
“The doctor should ask permission 
before doing anything.” “Ask how 
the patient wants to be 
approached for what needs to be 
done.” “Ask, Are you okay if I put 
this instrument on you?... This is 
so intimate for me that you need to 
break it down and ask permission.” 
Provider-expert:Patient-survivors:
Barry & Edgman-Levitan, 2012
 
 
To better understand these divergent perceptions, we examined the literature. (Read 
quotes)We found that while for medical providers, “shared decision making” referred to 
the treatment plan, survivors discussed shared decision-making in the context of the 
interpersonal interactions that took place within the healthcare setting. 
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Patient
survivors
Providers
in the present in the future
Is shared
decision
making
happening?
 
 
In other words, providers are concerned with getting patient buy-in and collaboration 
about the future. Patients absolutely share that concern, but they also want to 
participate in decision-making in the present, within the appointment, itself. 
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SOME AREAS 
PATIENTS NEED 
CHOICES
• when & if to remove clothes
• what gender provider to see
• when & how to be touched
• how to communicate 
• what pronouns to use
• what words to use for body
parts & traumatic experiences
• how to refer to identities
• whether to stop / leave
• whether to answer questions
• whether to leave the door
open or closed
• which treatments to pursue
 
 
Here are some areas that patients want choice. (Read.) 
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SOME AREAS 
PATIENTS NEED 
CHOICES
• when & if to remove clothes
• what gender provider to see
• when & how to be touched
• how to communicate 
• what pronouns to use
• what words to use for body
parts & traumatic experiences
• how to refer to identities
• whether to stop / leave
• whether to answer questions
• whether to leave the door
open or closed
• which treatments to pursue
ACTIVITY!
1. Pick 5 places you do not 
currently offer choice to patients 
that you would like to.
 
 
Disclaimer: this is individualized. Think about what would work best for you and be most 
important to your patients. 
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2. Pick the one you are most stressed out
about. Drawing from the decision framework,
write out the specific way you would ask a
patient about this choice in your workbook.
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3. Now, roleplay moving through the first 
stages of the appointment with your neighbor 
as Sharon, Jeff, or Linda. Offer feedback. 
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EMPATHY &
AUTHENTICITY
Cause of poor outcomes: Intervention:
 
 
Patients who feel shame and stigma are less likely to seek help (Eisenberg et al., 2009). 
So we tend to know that we’re not supposed to shame patients out loud, but our 
thoughts about them might be a different story.  
 
 
  
153 
 
Slide 87 
 
Hojat et al., 2009
Kenz et al, 2014
 
 
(Click.) In fact, studies suggest that physicians actually experience a reduction in 
empathy as they go through training because reducing empathy is a coping mechanism 
that allows health professionals to complete medical interventions that cause patients’ 
physical pain (Hojat et al., 2009). But empathy does not return after training, and can 
continue to decline because of burnout (Kenz et al., 2014).  
 
As healthcare providers, you have also studied the negative impact of health behaviors 
like eating sodium on negative outcomes like high blood pressure, and it can be 
frustrating and even painful to see patients harming themselves. It can be hard to feel 
empathy for patients when you think they could be doing things differently. (click.) And 
yet you are trying to keep up this positive bedside manner! So this can lead to a 
discrepancy between what you’re feeling and what you’re saying. This discordance 
between your values and your feelings can lead to negative feelings and increased 
stress. 
Next, we’re going to explore this discordance, and how it is experienced by both you and 
your patients, in a series of examples. 
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CASE:
When you ask about Linda’s sexual history, 
she stays quiet for
a while, and then says she’s been 
having unprotected penetrative sex for 
about a year.
RESPONSE:
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CASE:
“The way things are asked is so scary that it’s hard to 
answer. Give me the reason and then ask, rather than 
just putting me on the spot”
“When I went to a doctor to birth control, and said I’d 
had unprotected sex, they said, ‘do you drive with 
your eyes closed?” In stead, they could have said, 
‘I’m glad you’re here to get on birth control.’ 
 
 
These are some quotes from survivors about being asked about behaviors. 
Key take-aways from these exercise are that you don’t need to be disingenuous or this 
perfect professional, you just need to be a human being. The cancellation policy is the 
policy. The painkiller policy is what it is. It is not your role to change that. But by honestly 
expressing your feelings, you build a connection with your patient that transcends this 
current challenge and motivates them to continue seeking care.  
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WHAT I AM DOING WHAT I SHOULD BE DOING
b
a
rrie
rs
 to
 p
o
s
itiv
e
 h
e
a
lth
 b
e
h
a
v
io
rs
“I want to stop drinking…
But it’s hard”
Rollnick et al., 2009  
 
The interesting thing is that your patient also has a discordance. (Click) They know what 
the “right answer is. They know what you want them to say, and they know why they’re 
not where you both want them to be. You have this experience too: “I shouldn’t eat this 
big of chips, but I’m hungry.” The patient is thinking “I should be having protected sex, 
but I’m in an abusive relationship and I’m afraid to speak up or leave” or “I wish I’d gone 
to my appointment or called ahead but I was in crisis.” (Click.) This picture is the whole 
of their experience. So we know from health behavior theory and motivational 
interviewing that when we focus on only part of their experience, what the patient 
SHOULD do, they are naturally going to assert the other half of the picture: all the 
reasons they can’t do it. (Click.) And that’s what they’re going to assert to you or within 
themselves, deepening the conflict they feel and their feeling that they are unable to 
act. (Click) That’s when you become the external voice of their shame, and it harms their 
relationship to you. (Click) 
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“I want to stop 
drinking…maybe I 
can.”
Pawlikowska et al., 2012
Rollnick et al., 2009
 
 
In contrast, we know that when providers express empathy by acknowledging the whole 
of a patient’s experience, it not only reduces their discomfort and increases their 
connection with their provider, it also allows them to feel better-equipped to implement 
healthy behaviors. 
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Pawlikowska et al., 2012
 
 
This is the patient-enablement instrument, which has been validated nationally and 
internationally. High scores have been found to be associated with provider verbal and 
non-verbal expressions of empathy and authenticity, which we’ll describe next. 
 
 
 
  
159 
 
Slide 93 
 
Empathy Scale
 Level 1: Pre-occupied with own, rather than client’s 
frame of reference
 Level 2: Responses attempt to convey 
understanding but only cover the content of the 
patient’s communication
 Level 3: Responses reflect content and underlying 
emotion of patient’s communication
 Level 4: Statements are accurate, additive and identify 
underlying feelings/problems
 Level 5: Finely attuned, reflect emotional nuances, 
responds accurately to surface and underlying emotions 
and meanings
Hepworth et a ., 2012
Truax & Carkhuff, 1967
 
 
You don’t need to worry about 4 or 5 because you’re not a therapist, so let’s focus on 1, 
2 and 3. (Click.) So when we are having judgmental thoughts but attempting to “act” 
empathetically, we are in level 1.  Because we’re in our own head, we can’t actually 
recognize the patient’s feelings, so we’re probably going to get it wrong. Let’s look at the 
different responses from the survey and determine which level of empathy they’re 
using. Or at least, which are most empathetic and why.  
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Schacter et al., 2008
 
 
This is one model for how to respond empathetically. (Read and summarize.) Next, we’ll 
zoom in on the appreciate step. 
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Never ask why!
Hedge You feel… Because…
So what I hear you 
saying is that
you feel frustrated because you’ve been 
having a lot of pain 
And so you really want a
solution that works.
Empathy/Appreciate Formula!
Hepworth et al., 2012
 
 
Here’s a formula to communicate empathy and appreciation. To hedge means to add 
some tentativeness, because only they know for sure, then summarize how you think 
they feel, which makes it level three, then discuss the facts of the situation that they 
shared with you. Here’s an example. (Click.) (Read example.) Never ask why because it 
comes off as accusatory, although of course you can still ask about patients’ motivations 
using language like “tell me more about that.” or “what led that to happen?” 
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Authenticity Formula!
I feel… When…
I feel concerned too when you describe the pain 
you’re feeling because it sounds 
really difficult
I feel bad because I’m not able to 
prescribe oxycontin, but I want to 
find something that helps.
Hepworth et al., 2012
 
 
This vulnerability of allowing yourself to be seen as an emotional human being will build 
your relationship with your patients. You don’t have to make everything perfect for your 
patients—just be transparent about the limitations you do face. Here’s one way to do 
that. (Read slide.) (Click.) Here’s an example. (Read.) 
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Non-verbal empathy cues:
• Eye contact
• Being on the same level as patient
• Nodding head
• Indicating you’re listening: “hmm,” etc.
• Neutral expression
• Leaning slightly forward
• Reflecting patient’s affect & body language
Hepworth et al., 2012
Pawlikowska et al., 2012
 
 
Patient satisfaction has been strongly associated with emotionally expressive non-verbal 
doctor behaviors like these (Pawlikowska et al., 2012). 
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EXERCISE:
With your neighbor, try responding to 
the scenario in your packet using 
these tips. Offer feedback.
 
 
Use the scenario plus the handout, OCRCC’s guide on how to respond to different 
emotional states 
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Truax, C., & Carkhuff, R. (1967). Toward effective counseling and psychotherapy: Training and practice
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Discussing trauma with your 
patients helps them heal
5
How to Screen for Trauma
& Respond to Disclosure
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Who recommends 
screening all 
patients for sexual 
& intimate partner 
violence?
 
 
(Read slide) 
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Screening is 
recommended or 
required by these 
organizations
American Congress of 
Obstetricians and Gynecologists
United States Department of 
Health and Human Services
Institute of Medicine
American Nurses 
Association
Emergency
Nurses
Association
as part of 
routine care 
Rabin et al., 2009  
 
All of these organizations recommend screening all patients for IPV, SV, or both. 
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Screening is 
recommended 
by
as part of 
routine care 
SURVIVORS!
96% OF
Havig, 2008
Image copyright Dennis S. Hurd, color changed
creative commons Attribution-NonCommercial-NoDerivs 2.0 Generic
https://flic.kr/p/bSoDNk  
 
Survivors also want to be screened. 96.5% of female survivors of CSA wanted to be asked 
about heir experiences by providers. (McGregor, Julich et al., 2010). Survivors 
themselves want to be asked about the pain that they’re experiencing so they can get 
help.  
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But only 18% of 
female CSA 
survivors were 
screened.
Why?
Havig, 2008  
 
(Read slide, spelling out child sexual abuse.) This is reflective of larger trends.  Studies 
consistently show that routine screening rates in primary care are 10% or lower and only 
79% when women present to their providers with an injury (Gerber, Leiter, Hermann, & 
Bor, 2005; Rodriguez, Bauer, McLoughlin, & Grumbach, 1999). 
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I can probably tell
which of my 
patients
are survivors
What if I trigger my 
patient and make 
them upset?
How do I ask about 
trauma and sexual 
violence?
How do I respond if 
my patient has 
experienced 
trauma?
I probably couldn’t 
even change 
anything anyway.
Robinson, 2010
 
 
We found in both our survey and larger research findings that these are some of the 
thoughts and concerns providers have that keep them from screening. We appreciate 
that these are coming from a place of concern for patients, but we will address and 
hopefully relieve each of them. (Click) We have already addressed that survivors are not 
who we assume they are, so we have to ask everyone. 
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What if I trigger my 
patient and make 
them upset?
Waalen et al., 2009 
Alvarez et al., 2016
 
 
Providers are often concerned about triggering patients by asking them about trauma. 
One provider said they wanted to know “how to elicit this history in a sensitive and non-
triggering way.”  
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“Different stimuli will 
trigger different people 
and a practitioner can 
never remove or avoid 
every potential trigger 
in a practice setting.”
Schachter et al., 2008, p. 52  
 
This is a quote from SAMSHA, an organization that has developed the concept of TIC. 
Because triggers are related to the smells, tastes, sights, sounds, and experiences they 
went through during their assault, they are very individualized. For survivors, triggers are 
a part of life, and survivors in studies, as well those we worked with, consistently 
recognize that the benefit of discussing trauma with their providers is worth the risk of 
feeling temporarily distressed by the questions. That said, there are things practitioners 
can use to limit triggers in the environment. 
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1. Ask about triggers on 
intake form
!
 
 
Remember, the way to learn about survivors’ triggers is to ask! (click.) You can ask in 
different stages of the appointment. (click.) On the intake form. (Click.) In the waiting 
room. (Click.) In the appointment itself. 
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Ask about triggers on intake 
form
 “Is there anything 
your doctor can do 
today during your 
appointment to 
make your 
experience more 
comfortable?”
 “Are there any 
routine medical 
procedures that 
have caused you 
emotional distress 
in the past that 
your provider 
should know about 
(i.e. fear of 
needles)?”  
 
This fits in with the principle of universal design, because this is useful for anyone, not 
just survivors, and could help build patient relationships. Asking about triggers in this 
way is a little like asking about allergies. It’s just something you need to know.  
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Ask about triggers in the 
waiting room
 Have information 
and brochures 
about how to 
communicate with 
providers about 
trauma and 
triggers.
 Pair this with 
blank pads and 
paper with a sign 
that suggests 
patients use it to 
disclose concerns 
like these that 
they would like to 
share with 
providers.National Council for Community Behavioral Healthcare  
 
We include this option because this is a way to implement a new tool without getting 
institutional-level sanctioning to change the intake form, which we understand might be 
challenging in larger institution. (Click.) This is an example of part of a poster we have 
provided to you in the google drive that you can post in your office.  
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Ask about triggers in the 
appointment
 Is there anything I 
can do or say today 
to make you feel 
more comfortable?
 Would you like me 
to describe things 
before we do them 
and check in with 
you first?
 I’m going to offer 
you choices today, 
as much as 
possible. And if 
anything feels 
uncomfortable, 
we’ll find another 
option  
 
We include this option because this is a way to implement a tool without getting 
institutional-level sanctioning to change the intake form, which we understand might be 
challenging in larger institution.  
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How do I ask about 
trauma and sexual 
violence?
Alvarez et al., 2016
 
 
Another concern providers have is how to ask. This can also occur in different stages of 
the appointment. We discussed already how to put this in the waiting room, so we’ll 
move on to how to ask on the form or in the waiting room. But we have some caveats 
first. 
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While survivors want to be asked 
by providers about trauma, they 
have varying preferences on how.
Recommendation: 
ask in writing AND 
in-person
 
 
Some survivors prefer to be asked in writing and others prefer to be asked in-person 
(Feder et al., 2006). There are also a range of preferences on how directly to ask. (click.) 
Because of this, we recommend asking in writing and in-person. 
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“Several validated 
questionnaires exist; 
however, the nature of the 
clinician-patient relationship
and how questions are asked 
seem more important than 
the screening tool.”
Society of Obstetricians and Gynaecologists of Canada, 2005
 
 
Further, nurses expressed concern that singular, generic screening outside of an 
established relationship is not conducive to disclosure (Ross et al., 2010).This is what 
should allow you to breathe a little easer about this moment, because relationship-
building is groundwork you have already laid by doing the stuff in section 5. That’s why 
we covered it first. The bottom line is that the specific way you ask in the moment is not 
nearly as important as if your patient feels supported by you before, during, and after 
the question. So we’ll talk about that next. 
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When you ask about trauma in 
the appointment…
 
 
(read slide) 
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1. Build the relationship 2. Address the trauma 3. Respond to help heal
peach pit growsMake sure the
Alvarez et al., 2016
McGregor et al., 2010
Robinson, 2010
Gutmanis et al., 2016
Schachter et al., 2012
 
 
This is a pretty long acronym Anole came up with to walk you through the steps of the 
screening process. The peach is the sweet part, the relationship building that makes the 
patient feel safe. It helps make the pit worthwhile. The pit is the process of actually 
asking about trauma and violence. And the growth is what happens as you respond to 
the disclosure, to ensure the patient has access to the resources they need to heal. 
(Just read all the following slides.) 
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1. Build the relationship
peach
 
 
This is a pretty long acronym I came up with to walk you through the steps of the 
screening process. The peach is the sweet part, the relationship building that makes the 
patient feel safe. It helps make the pit worthwhile. The pit is the process of actually 
asking about trauma and violence. And the growth is what happens as you respoensure 
the patient has access to 
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E
A
C
H
Provide privacy
Ask the patient alone. Find a way to make this possible. 
P
 
 
This may be tricky in some environments. 
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E
A
C
H
Explain why you’re 
asking.
“I’ve begun to ask patients about trauma and violence because 
these experiences are common.”
P
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E
A
C
H
Affirm that this can 
be a hard topic.
“I need to ask you about something that can be hard to talk about: 
experiences of trauma”
P
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E
A
C
H
Remind patients of 
confidentiality.
“but this is a safe and confidential space with a few legal 
exceptions…”
P
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E
A
C
H
• Medical records an be used in court in some circumstances
• If you pose an immediate danger to yourself or someone 
else, I would also have to break confidentiality in that 
instance
PRemind patients of 
the limits of 
confidentiality.
 
 
Part of informed consent is being transparent about the limits of confidentiality! 
Hopefully, you’ve covered them before you get to this point. But in order to maintain 
trust, it is critical to remind patients of these issues before  they share vulnerable info 
with you. 
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E
A
C
H
Connect trauma to 
health.
“We also know that trauma impacts health”
P
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Make sure the
1. build the relationship 2. Address the trauma 3. Respond to help heal
peach pit grows
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2. Address the trauma
pit
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P
I
T
Ask precisely: 
focus on harm and 
non-consent.
“Have you ever experienced violence?”
“Has anyone ever had sexual contact with you without your 
consent?”
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P
I
T
Ask inclusively: 
Use non-judgmental & 
gender neutral words.
“Have you ever experienced violence?”
“Have you ever been in an abusive relationship?”
“Has anyone ever had sexual contact with you without your 
consent?”
 
 
Don’t charged words like “rape.” Not everyone will think of their experience in those 
terms. 
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P
I
T
Ask about time & 
assess safety in the 
present.
“When was that?”
“What about now? Do your current relationships feel safe?”
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When you ask about trauma on 
the form…
 Use PIT: 
Ask precisely.
Ask inclusively.
Ask about time
 Ask: “do you want 
to discuss this with 
your provider?
 Ask: “how can your 
provider support 
you with this?”
 
 
(Read slide.) These last 2 points provide patients with a choice. It shows them that the 
information isn’t just sitting in your file somewhere. And it makes the in-person 
conversation easier. If a patient says yes and they do want to discuss it, you can start off 
a conversation with a better sense of what they’re looking for from you. And if they 
don’t, you can try again at the next appointment. You can also acknowledge their 
response and just discuss what you need to to assess their safety. 
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How do I respond if 
my patient has 
experienced 
trauma?
Robinson, 2010
Gutmanis et al., 2016
Alvarez et al., 2016
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1. Build the relationship 2. Address the trauma 3. Respond to help heal
peach pit growsMake sure the
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3. Respond to help heal
grows
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G
R
O
W
S
Give thanks.
“Thank you so much for telling me.”
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G
R
O
W
S
Reassure that their 
experience is normal.
“That sounds really hard. How have you been feeling?...That’s a 
common and understandable response.”
 
 
Remember: any response to SV is a normal response to an abnormal experience! 
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G
R
O
W
S
Give options.
“What do you feel like you need? I usually recommend that folks 
who have been though that get an STI panel. You could also wait 
until your next visit. What you do is completely up to you. ”
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G
R
O
W
S
Wait for their response.
Be patient while they gather their thoughts.
 
 
The process of putting the post-its together can take a minute! 
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G
R
O
W
S
Ensure safety and support 
with referrals
“Are there folks in your life you can talk to about these issues?”
“Do you feel safe?
“Do you feel supported?”
“I feel concerned and I need to make sure you’re safe. This is the 
number to the local rape crisis center, There are folks there 24/7 
who understand these issues, and they could also refer you to a 
therapist if you’d like. Would you like to call now?
 
 
If they are not safe, make sure the hand-off to the resource they need takes place under 
your watch. 
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G
R
O
W
S
How can survivors 
contact us
1. 24-hour helpline: 919-967-7273 or 866-WE-LISTEN
2. Walk-in during business hours (9-5, M-F)
3. Hospital staff can request Companions come to the hospital at any 
time
4. Other professionals can request accompaniment services with survivor 
consent
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G
R
O
W
S
OCRCC 24-Hour Help Line: 
1-866-WE-LISTEN  or 919-967-7273
Bethany Wichman-Buescher
Client Services Director
Orange County Rape Crisis 
Center
919-968-4647
bethany@ocrcc.org 
Contact 
information
 
 
If they are not safe 
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I probably couldn’t 
even change 
anything anyway.
Robinson, 2010
Gutmanis et al., 2016
 
 
The truth is that your providing them a space to discuss these struggles IS a positive 
change in and of itself. This intervention leads to some positive change something most 
of the time. Re-assess your conception of “change.” The goal isn’t to get the person’s life 
perfect or to get them out of the abusive relationship. Rather, the goal is to empower 
them and offer options. 
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So that’s all of it! 
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Review activity!
Using “peach pit grows,” practice screening 
your neighbor. Offer feedback. 
 
 
 
  
211 
 
Slide 145 
 
Alvarez, C., Fedock, G., Grace, K. T., & Campbell, J. (2016). Provider Screening and Counseling for 
Intimate Partner Violence A Systematic Review of Practices and Influencing Factors. Trauma, 
Violence, & Abuse, 1524838016637080. 
Feder, G. S., Hutson, M., Ramsay, J., & Taket, A. R. (2006). Women exposed to intimate partner 
violence: Expectations and experiences when they encounter health care professionals: A 
meta-analysis of qualitative studies. Archives of internal medicine, 166(1), 22-37.
Gerber, M. R., Leiter, K. S., Hermann, R. C., & Bor, D. H. (2005). How and why community hospital 
clinicians document a positive screen for intimate partner violence: a cross-sectional study. BMC family 
practice, 6(1), 1.
Gutmanis, I., Beynon, C., Tutty, L., Wathen, C. N., & MacMillan, H. L. (2007). Factors influencing 
identification of and response to intimate partner violence: a survey of physicians and nurses. BMC 
Public Health, 7(1), 1.
Havig, K. (2008). The Health Care Experiences of Adult Survivors of Child Sexual Abuse A Systematic 
Review of Evidence on Sensitive Practice. Trauma, Violence, & Abuse, 9(1), 19-33.
McGregor, K., Jülich, S., Glover, M., & Gautam, J. (2010). Health professionals' responses to 
disclosure of child sexual abuse history: Female child sexual abuse survivors' experiences. Journal of 
child sexual abuse, 19(3), 239-254.
National Council for Community Behavioral Healthcare. (N.d.) How to manage trauma. 
http://www.integration.samhsa.gov/clinical-practice/Trauma-infographic.pdf
Rabin, R. F., Jennings, J. M., Campbell, J. C., & Bair-Merritt, M. H. (2009). Intimate partner violence 
screening tools: a systematic review. American journal of preventive medicine, 36(5), 439-445.
Reeves, E. (2015). A synthesis of the literature on trauma-informed care. Issues in Mental Health 
Nursing, 36(9), 698-709. doi:10.3109/01612840.2015.1025319
C
i
t
a
t
i
o
n
s
 
 
 
  
212 
 
Slide 146 
 
C
i
t
a
t
i
o
n
s
Robinson, R. (2010). Myths and stereotypes: how registered nurses screen for intimate partner 
violence. Journal of Emergency Nursing, 36(6), 572-576.
Schachter, C.L., Stalker, C.A., Teram, E., Lasiuk, G.C., Danilkewich, A. (2008). 
Handbook on sensitive practice for health care practitioner: Lessons from adult survivors of childhood 
sexual abuse. Ottawa: Public Health Agency of Canada.
Society of Obstetricians and Gynaecologists of Canada. (April 2005). Intimate partner violence 
consensus statement. Journal of Gynecology Canada. 
Sugg, N. K., & Inui, T. (1992). Primary care physicians' response to domestic violence: opening 
Pandora's box. Jama, 267(23), 3157-3160.
Waalen, J., Goodwin, M. M., Spitz, A. M., Petersen, R., & Saltzman, L. E. (2000). Screening for 
intimate partner violence by health care providers: barriers and interventions. American journal of 
preventive medicine, 19(4), 230-237.
 
 
 
  
213 
 
Slide 147 
 
How to Build Stronger 
Systems of Care
Creating trauma-informed 
healthcare offices and institutions
6
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Although this 
presentation focused on 
provider-patient 
interactions, providing 
fully trauma-informed 
care requires making 
institutional changes. 
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Closing activity:
Review the checklist in your packet and 
make a plan to talk to someone at your 
place of work about implementing one of 
these changes. Tell the person next to 
you who will talk to and how. 
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Thank you!
Questions?
 
 
 
 
 
